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A CRITIQUE OF PSYCHIATRY ' 


ALAN GREGG, M.D. 
Director for the Medical Sciences of the Rockefeller Foundation, New York, N. Y. 


Like some great continent Psychiatry con- 
tains more areas, offers more vistas, and 
traces its present character back through a 
longer history, than can be visited, or even 
imagined, by any one explorer. Psychiatry 
implies more than the present work of psy- 
chiatrists, it includes their heritage from the 
past, their dreams, and even the latent and 
unimaginable potentialities as yet unrevealed 
by research. To each of us here present to 
celebrate a hundred years of association in 
the name of psychiatry, the word connotes a 
slightly different blend of history, actuality 
and future unfoldings: but to all of us it has 
uttered a wonderfully stirring invitation and 
a singularly deep appeal. 

Before so continental an expanse one is 
tempted to retreat to some smaller and more 
manageable area, some aspect of psychiatry, 
some element of it which can be described or 
treated within the present limitations of time 
and individual comprehension. Yet it were 
scant justice to this great celebration to gloss 
over the very importance of our theme by try- 
ing to master some tiny fraction of it, as 
though on contemplating the whole of Africa 
we were to retreat into a neat little essay 
upon its dairy industries. 

So, rather than take an arbitrary sample 
for microscopic examination, I shall try to 
present the larger lineaments of the subject, 
a critique, if that be not too ambitious a term, 
of psychiatry. 

Following a simple device of exposition 
I offer you at the outset a short outline of 
comments to follow: first, I shall review some 
of the singular and powerful determinants 
in the development of psychiatry which still 
influence its present status and perhaps its 
future ; second, I shall venture to charge you 


‘Read at the Centenary Meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., May 
15-18, 1944. 

The letter from Dr. Earl D. Bond, Chairman of 
the Centenary Committee, which appears on p. 410 
of this issue of the JovrNaL, should be read as an 
introduction to Dr. Gregg’s address.—Editor. 
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as psychiatrists with such errors of omission 
as may invite some considerable measure of 
correction in that portion of the next 100 
years the persons in this audience will be 
privileged to influence if not control. And 
lastly I shall proffer some forecasts of the 
possible developments in your field. 

No other specialty of medicine has had 
a history so strange, nor a relation to human 
thought so intimate as psychiatry. The three 
most powerful traditions or historical herit- 
ages of psychiatry are still, as they have been 
from time immemorial, the horror which 
mental disease inspires, the power and sub- 
tlety with which psychiatric symptoms in- 
fluence human relations, and the tendency of 
man to think of spirit as not only separable 
but already separate from body. These are 
the inherent, the inveterate, the inevitable 
handicaps of psychiatry. 

So great is the horror of mental disease 
that the fear of madness has simulated mad- 
ness itself in the unreasoning conduct it 
precipitates. For centuries the insane were 
imprisoned or put away and no one thought 
of insanity as a condition directly comparable 
with other diseases. And when the confine- 
ment became kinder—a blessed relief that is 
crystallized in the word asylwm—the insane 
were still segregated from the rest of society, 
still feared and loathed. Generations of phys- 
icians who assumed that mind and body were 
separate merely speculated about insanity 
when they should have observed, compared 
and classified. 

No other specialty of medicine deals with 
diseases whose initial signs can be so easily 
confused with moral lapses. A soldier in an 
early stage of mental breakdown will be 
cuffed for cowardice—or shot for desertion. 
Unlike jaundice, a boil or a hemorrhage, 
which are obvious and usually unmatched in 
the personal experience of the observer, 
many of the phenomena of mental break- 
down such as phobias, depressions, aggressive 
reactions, place immediate strain upon human 
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relations because they resemble conditions 
familiar to anyone and controllable by normal 
persons. Years passed—cruel years—before 
insanity was admitted as an explanation of 
some homicides. Even now psychiatry it- 
self becomes the target for the frustrated 
vindictiveness of those who suspect insanity 
as being no more than fraudulent subterfuge 
or evasion of full moral responsibility. 

The third unhappy heritage of psychiatry 
is the tendency to think of mind or spirit as 
being separate from body, and therefore to 
consider some diseases as physical and others 
mental. Though the elite may believe them- 
selves privy to the truth in this matter, the 
lag of the laity, so often disregarded by an 
elite, will call for immense efforts at edu- 
cation, or better re-education, in the rela- 
tions of psyche to soma. Words that should 
serve as vehicles can end by jailing us and 
even now the word psychosomatic, hailed as 
gladly as a taxicab, is rejected by many as 
being no better than the Black Maria, leading 
to a life sentence of restive confinement. But 
I take it that by so much as the term psy- 
chosomatic medicine is open to question it 
is on the grounds of nomenclature or seman- 
tics and not because the idea it attempts to 
convey is false or otherwise inacceptable. The 
assumption that mind and body are one en- 
courages observation and experiment instead 
of speculation, and so a closer affiliation of 
psychiatry with the rest of medicine. 

In reviewing these heritages of psychiatry, 
the horror of psychiatric disease, the subtle 
confusion of early pathological signs with 
moral weakness or unethical behavior, and 
the false distinction between mind and body, 
let me observe that no other specialty of medi- 
cine has had to rescue its patients from perse- 
cution, live with them in social ostracism, 
restore their capacities and then return them 
to an environment both exigent and suspic- 
ious. If we realize that man is always super- 
stitious and irrationally conservative when he 
is beset by fear and crisis, then it is a wonder 
that scientific medicine has ever emerged 
from witchcraft. And it is yet more remark- 
able that diseases producing mental and spiri- 
tual signs and symptoms have ever been dealt 
with rationally and scientifically. Yours has 
been a long struggle waged with patient 
heroism, none the less admirable for being at 
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times perhaps despondent and _ bewildered. 
Nor is it as yet a battle fully won. So-called 
mental diseases are still regarded by man- 
kind with fear, aversion and ostracism, and 
society still pays the inexorable penalties of 
him who fights and runs away, and so must 
fight another day. 

Mindful of these peculiar circumstances 
of your work, and of the immense advantage 
that association with the rest of medicine has 
brought to the understanding of mental and 
emotional phenomena, I believe none the less 
that this centenary gathering which could 
be devoted to no more than the celebration of 
past accomplishments, might be an even more 
memorable event if some attention were paid 
to present defects and future opportunities. 

Fifty years ago Dr. Silas Weir Mitchell 
delivered to your predecessors a notable in- 
ventory of what he found to be their failings. 
Some of his comments refer to conditions not 
completely eradicated even now. He felt 
your isolation, geographical and intellectual, 
from the rest of medicine. He deplored the 
multiplicity of the non-medical duties of 
most ‘‘medical superintendents’ and he urged 
the importance to staff morale of original 
scientific work in the asylums of that day. 
The dearth of nurses and attendants trained 
in the care of the insane troubled him, as 
did the inadequate use of work as a means 
of therapy and education. And he criticized 
the lack of attention to the patient’s needs 
at the time of return to ordinary civilian life. 

That Dr. Mitchell in 1894 confined him- 
self to the institutional aspects of the care 
of the insane shows that a significant change 
has come over psychiatry. Between the fif- 
tieth and the hundredth anniversaries of this 
Association you have added to your member- 
ship men who practice psychiatry in their 
offices and in the wards of general hospitals, 
in schools and guidance clinics as well as 
within mental hospitals. This then is an 
audience with a far wider range of interests, 
trainings and capacities than was character- 
istic of psychiatrists in 1894. 

To charge doctors collectively with errors 
of omission is an unenviable task. Unlike law- 
yers who spend their days in the atmosphere 
of controversy and critical disagreement, doc- 
tors are unaccustomed in their daily duties to 
correction from persons in the best of health 
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who possess a reasonable familiarity with 
the meaning of the facts whose interpretation 
is open to question. Unlike business men who 
are accustomed to accept the verdict of the 
balance sheet upon the wisdom of their con- 
duct of promising affairs, doctors—and 
especially psychiatrists—must undertake 
tasks not of their own choosing nor selected 
for probable success—tasks for which no 
precise numerical measurement exists. So, 
if you will entertain any criticism whatever 
I suspect that my title to offer it must rest 
in the almost humorously delicate suggestion 
that you are by experience and status but 
ill prepared to accept criticism. Most of you 
spend too many of your working hours 
among your intellectual inferiors and occupy 
perforce positions but rarely exposed to the 
criticisms of your equals in maturity or 
rank.2 Many of you have had long exper- 
ience of power and authority not commonly 
challenged. All of you possess intellectual 
subtlety quite adequate to dispose of almost 
any accusation, and, as if that were not 
enough, an emotional imperturbability and 
professional serenity which has had diurnal 
exercise in walking through your wards. I 
have, therefore, but modest hopes, since doc- 
tors, like dictators, are likely to be either 
quite beyond criticism or excruciatingly sen- 
sitive to it. But the difficulty is not solely a 
matter of your profession since in any com- 
pany those above blame are likely to resent 
censure intended for their colleagues, and so 
the task of critic becomes unanimously re- 
sisted and as futile as it is invidious. 

My own formulation of your major limita- 
tions would be this: you are badly recruited, 
you are isolated from medicine, you are over- 
burdened, and you are too inarticulate and 
long-suffering to secure redress from the pub- 
lic of some of the handicaps from which you 
and your patients suffer. 

On the point of recruitment I suggest to 
you that neither in quantity nor quality has 
psychiatry drawn from the medical schools 
the students appropriate to the nature and 
the urgency of its need. The searching 
question of the next fifty years should be, 


2At the suggestion of a colleague whose crit- 
icism I value I should like to note that by no means 
always are the patients of a psychiatrist his intel- 
lectual inferiors or not his equals in maturity and 
rank. 
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“What kind of persons can wisely go into 
psychiatry?” In the past decade Karl Men- 
ninger is the only psychiatrist of my acquain- 
tance who has devoted time and energy and 
thought to drawing more and better men 
into psychiatry by actively seeking and per- 
suading students to enter this field. Not 
mere ability but inherent and intuitive apti- 
tudes mark the student worth having in 
psychiatry. The reason that The Rockefeller 
Foundation has spent most of its funds for 
psychiatric development in subsidies for the 
teaching of medical students and the training 
of young recruits to psychiatry is that re- 
cruitment selection and training of psychia- 
trists is of cardinal importance to any and 
every other activity in this field. Most psy- 
chiatrists are so ill trained in medicine that 
they cannot command the respect which 
would welcome them as collaborators on the 
wards of a general hospital. The young men 
entering the state hospital services in all but 
a very few instances are assigned to work 
on their wards on the assumption that, 
though untrained and unsupervised, they 
will be competent. Such a procedure would 
disgrace even a very quiet surgical service. 
What obstacles other than financial and tra- 
ditional prevent a state mental hospital sys- 
tem from devising a highly stimulating and 
highly selective recruiting and teaching plan 
within its own jurisdiction? None of the 
developments you hope for in the teaching, 
research and application of psychiatry can be 
expected unless you increase the quantity 
and concurrently refine the selection of your 
recruits. It is not an explanation or an ex- 
cuse to say you do not have applicants to 
begin with: the number of applicants in 
any medical field increases in direct ratio 
to the opportunities for learning and doing 
which are created and energetically main- 
tained in that service. Your ward work too 
often lacks leadership and adequate super- 
vision. Your recruits come too often from 
students who do not seek and cannot find a 
high level of training. The ablest young men 
will not seek an aimless routine protected— 
in the worst sense of that word—yes, weak- 
ened by an isolation not only geographical but 
intellectual and emotional. Whenever pos- 
sible, the junior staff of mental hospitals 
should be given part-time duties in a general 
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hospital where teaching and investigation 
hold the care of patients at a level above that 
of routine and boredom. Teaching and re- 
search on the wards of your hospitals, let 
me repeat, are the only means of attracting, 
rewarding and holding superior personnel. 
And even when the training and education of 
young psychiatrists is bettered a hundred 
fold—as it could be—the results will still 
be no better than the innate capacities and 
quality of the students attracted into this 
field. No mere procedures, no mere curric- 
ulum will produce the results desired re- 
gardless of the human beings involved. 
We would all agree that psychiatry is the 
most isolated of the specialties in medicine. 
So traditional, so taken for granted has your 
isolation become that you remind me of a 
headline said to have appeared in the London 
Times in 1928. Describing a storm in the 
English Channel, it said, “Continent cut off 
for 24 hours.” What a charming example of 
insular calm! As a natural consequence of 
their isolation, psychiatrists speak a dialect, 
a special lingo more productive of resentment 
than comprehension or interest on the part 
of their medical brethren, and so defeat the 
very object of language, which is communi- 
cation of ideas. Another consequence of 
isolation, provincialism, with all its clannish 
distrust of outsiders and its equally petty 
loyalties, appears too often as the signature 
of your specialty in the estimation of other 
medical men. Am I alone in believing that 
unremitting association with patients of un- 
balanced or deteriorated minds heightens any 
tendency a man may have to isolation from 
the normal give and take between intellectual 
equals? Where a superior few live long with 
an inferior many the stage is set for attitudes 
and social intercourse that will impress out- 
siders with a sense of constraint and queer- 
ness. Unless this tendency be counterbal- 
anced by deliberate effort to consort as much 
as possible with a wide variety of normal 
human beings, psychiatrists incur the risk 
of being thought “queer”—which is perhaps 
the greatest handicap to their usefulness as 
well as a crown of thorns in return for their 
self-abnegation. However, as 
Christopher Morley has observed, “lvery 
man of 45 who is worth his salt has his own 
private crown of thorns: the problem is to 
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learn how to wear it over one ear.” This | 
think you can do by taking every reasonable 


opportunity to reduce the isolation from the 
rest of medicine that is characteristic at 
present of the practice of psychiatry. 

In suggesting a new orientation for psy- 
chiatry I could mention a number of points 
For example, a valuable addi- 
tion to the ranks of psy chiatry would be some 


of reference. 
recruits whose training and formation of 
mind in the more exact sciences would oper- 
ate in the direction of insisting on more pre- 
cision, a search for measurable phenomena, 
more emphasis upon phenomenon and less 
upon noumenon, and more discrimination in 
the examination of evidence. By the same 
token it would be worth while to see a dozen 
or so first-rate men thoroughly grounded in 
psychology as a patient preliminary to be- 
coming clinical psychiatrists. If psychiatry 
concerns itself with the disorders, defects 
and inadequacies of individuals living in- 
evitably in contact with other human beings, 
then psychiatrists can hardly excuse them- 
selves if they ignore sociology. For example 
the concepts of class structure formulated 
by Lloyd Warner, dealing as they do with 
the symbols of power and freedom in social 
ignored when one 
attempts to understand conduct in contem- 
porary society. 


relationships, cannot be 


Cultural anthropology does 
not end with the Golden Bough: none of the 
ways of studying human behavior is today 
a static field of study. Even as long-estab- 
lished activities of the human spirit as those 
we call the humanities record in a way that 
would seem fresh to many of us the rewards 
and the punishments, the sorrows and the 
triumphs which experience shows are appro- 
priate to the business of being a human being. 
Semantics, logic, metaphysics, genetics, rhet- 
oric, history, mathematics—I can think of 
singularly profitable contributions from such 
disciplines to the purification as well as the 
extension of psychiatric studies. To a psy- 
chiatrist thoroughly familiar, for example, 
with the philosophy of history and the essence 
of the historical process the growth of new 
institutions and groupings in society as it 
impinges on human character and ego ideals 
offers a far more illuminating explanation 
of conduct than can ever be seen by the un- 
initiated. I do not plead for a new orienta- 
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tion of psychiatry to any one of these dis- 
ciplines especially but I would be happy to 
see psychiatrists avidly and steadily reach- 
ing out for any knowledge that will illuminate 
human potentialities, human conduct and a 
more comprehensive understanding of both. 
Is it not a proper concern of psychiatrists to 
find those conditions and factors both phys- 
iological and social which offer the greatest 
opportunities for beauty and balance in the 
life of the spirit? 

You are overburdened. In saying this I 
do not mean to arouse any latent self-pity. 
Just as an item in the impersonal inventory 
of a job analysis I submit that you are over- 
burdened, especially those of you in institu- 
tional work and in military service. Let me 
quote from one of your number to illustrate 
the problems of military psychiatry : 


The great problems of medical service in the 
Army did not appear to me to be different essen- 
tially from civilian medicine. The principal prob- 
lem in the Army, as I saw it, was not the care of 
the psychotic person which is essentially a custo- 
dial and dispositional problem. It was the prob- 
lem of patients with backaches, beilyaches, painful 
scars after elective surgery, prolonged convales- 
cent weakness, patients with various types of 
somatic expression of anxiety. They were patients 
who had been studied intensively and exhaustively 
with a legion of laboratory tests and procedures. 
What appeared to be lacking (as in civilian prac- 
tice) was the basic awareness that emotional and 
social factors are as provocative of illness as are 
bacterial or traumatic factors. Usually, by the 
time the series of tests were completed, the secondary 
gain from the illness had become irreversible. Even 
the trained psychiatrists seemed far away in their 
understanding of man as a social, not a biologic 
unit. 


Is it not a paradox that the field of medi- 
cine in which the causes of breakdown are of 
a wider range than any other and therefore 
call for more meticulous and imaginative and 
extended search is the very field where the 
number of patients per physician commonly 
exceeds all others? Despite the wise counsel 
of Thomas Salmon, stored in Volume Ten 
of the Surgeon General’s report of the last 
war, the time allowed for the psychiatric 
examination of draftees in this war was at 
first set at three minutes. So memorable a 
piece of folly suggests that along with his 
traditional overload the psychiatrist has ac- 
cepted his task without adequate protest. 

You are inarticulate. I do not blame you 


for your exasperation at being ignored, but 
at the risk of seeming to add insult to your 
injury I tell you that you and your millions 
of charges deserve better champions and 
more articulate spokesmen than have risen 
from your ranks. When William Lloyd Gar- 
rison in behalf of abolition shouted, “I am 
in earnest—I will not equivocate—I will not 
excuse—I will not retreat a single inch— 
AND I Witt Be HEarp,” he showed a fiery 
tenacity of purpose that would accomplish 
more for adequate psychiatric care, for re- 
search and teaching in your field than a hun- 
dred centenary celebrations. In a country 
equipped with radio and moving pictures, 
with syndicated features in newspapers, with 
science writers and magazines counting their 
readers in millions, already permeated with 
the commercial rhetoric of the advertiser, 
must you psychiatrists remain inarticulate? 
Must you forever rely on outsiders to tell the 
laity your overwhelming truths? Are you re- 
lying on another. Clifford Beers, another 
Dorothea Dix to tell the public you are hope- 
lessly overburdened and starved of adequate 
support and understanding ? I do not urge you 
to oversell what mental hygiene could do. I 
know that experts prefer the status quo, and 
if there is to be progress themselves to set its 
tempo. Good! I urge you to tell society the 
present, the actual burdens psychiatrists are 
trying in vain to carry. For until you insist, 
until you are heard to state with your author- 
ity that your present resources are unequal 
to the demand, you are derelict in your duty 
to yourselves, to your nurses and attendants, 
and to your patients. Indeed, till then you 
will in serious measure deserve the misunder- 
standing and public neglect that bedevil your 
careers. Why do so few people know that a 
third of the current cost of the government 
of the State of New York (debt service ex- 
cluded) is consumed by the care of psy- 
chiatric patients? Why is it news to so many 
citizens in this over-informed and unreflect- 
ing country that we use more hospital beds 
for your specialty than for all the rest of 
medicine—surgery, internal medicine, pedia- 
trics, obstetrics, dermatology, orthopedics, 
ophthalmology—all put together ? 

Please remember before you dismiss these 
criticisms that they are not mine alone, nor 
offered as a hasty impression, nor based upon 
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any single and embittering experience. If 
they seem extreme or unusual, I would re- 
mind you that such an impression may result 
from what I said before, that you are unac- 
customed to criticism and censure. 

Since such warnings are odious even to 
utter, I can now turn with a change of mood 
to a more complimentary and encouraging 
vein. 

The historian of medicine in the last fifty 
years contemplating the growth of psychiatry 
might well employ the Psalmist’s prophecy, 
“The stone which the builders rejected, the 
same is become the headstone of the corner.” 
After decades of neglect and at times but 
thinly veiled derision from the rest of the 
medical profession, psychiatry is now being 
accepted as an essential for the practice of 
medicine. Your hundredth anniversary falls 
in a year when campaign casualties are re- 
ported as one-third psychiatric, when reforms 
of medical education contemplate putting into 
every one of the student’s four years instruc- 
tion in psychiatry, when the emotional and 
mental concomitants of even organic disease 
are the subject of respectable research, and 
the toll of functional disease is no longer 
evaded or reluctantly admitted but now 
bluntly declared. 

I have often wondered what would have 
happened if The Rockefeller Foundation had 
been in existence, with a Paris Office, when 
the chemist Pasteur was struggling to get his 
observations accepted by the great physicians 
of his day. Had he asked the Foundation for 
a grant, would we have consulted some of 
the leaders of the Academie de Médecine or 
the Faculté and been governed by their scep- 
ticism? Those were days of iconoclasm as 
well as ferment and rapid change, and yet 
eventually so passionately did our profession 
capitulate, and so extraordinary were the 
triumphs of bacteriology, chemotherapy and 
biochemistry that the older physicians’ insis- 
tence on the importance of the patient, his 
antecedents, his experiences, his make-up, 
his emotions, his human relations was over- 
shadowed. At times it was even derided. 
Among the specialists, only the psychiatrist 
retained a comprehending, because a compre- 
hensive, attitude toward his patient. In the 
past two decades, however, there has begun 
to appear evidence in the medical clinics 
that the full circle has been travelled. Belief 
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in the importance of the patient’s make-y 
and experience has reasserted itself. Walter 
Cannon had shown that the study of emotions 
such as rage and fear was a proper concern 
of the physiologist. Bodily changes, even 
verifiable chemical changes in the blood, he 
showed to be the results of mere emotion, 
There is nothing like making common sense 
scientifically respectable. Seeing was believ- 
ing, if you saw it in a test tube. 

Not only was the foundation thus laid for 
psychiatric advance by these physiological 
discoveries, but thanks to Sigmund Freud 
and those whom he raised up, whether as fol- 
lowers or dissidents, the tremendous range 
and importance of the psychopathology of 
everyday life became abundantly clear. 

What a stormy story will be the full his- 
tory of psychoanalysis in relation to the rest 
of psychiatry! No two of us, I imagine, 
would agree in the full listing of its qualities 
and its defects. I count its principal advan- 
tages to lie in its major assumption that a 
person’s memories, attitudes, day dreams and 
phantasies, his dreams, his fears, his emo- 
tional life, his free associations of ideas pro- 
vide a suitable material for study. It further- 
more seems wise to me to assume that great 
changes and sometimes great strains accom- 
pany the transformation of a completely de- 
pendent amoral infant into an_ ethically 
acceptable and socially adjusted adult, and 
that in that transformation there will be con- 
flicts and repressions and thus a dualism, 
intimate and at times protean. The emphasis 
upon sex seems to me no more offensive or 
irrational than an equally passionate evasion 
of that very powerful and pervasive biological 
phenomenon. And on the other hand I can- 
not escape the impression that psychoanalysts 
usually resent or spurn requests for proof or 
experimental verification of their postulates, 
that they ride causation to the virtual exclus- 
ion of chance or correlation as explanations 
for human conduct, and that as a theory 
of human conduct psychoanalysis seems cur- 
iously sterile of success in orderly social 
cooperation—at least as far as one can judge 
from the chronic disharmonies prevailing 
among analysts. Nor can its more passionate 
adherents if they insist on unqualified ac- 
ceptance be justly incensed at equally un- 
qualified rejection. And yet despite its faults, 
and the mistakes of its adherents and the 
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errors of its opponents, psychoanalysis has 
made a contribution to psychiatry that de- 
serves more generous and more realistic 
recognition than it has yet received in terms 
of the teaching schedules of most departments 
of psychiatry. I say this because young psy- 
chiatrists usually have to go outside the 
academic walls for their instruction in psy- 
choanalysis. 

And so at long last and from sources 
freely acknowledged or still reluctantly de- 
nied psychiatry expands and elaborates the 
field appropriate to its methods and objec- 
tives. Is it not with the slow smile of patient 
understanding that we see the rest of medi- 
cine turning to the psychiatrist for enlighten- 
ment? “The stone which the builders re- 
jected, the same is become the headstone of 
the corner.” 

Yet for all the pleasure of this return to 
first principles, does not a certain danger for 
the psychiatrist lurk in the very magnitude 
of the expectations now placed in him? If 
your mission is not only to recognize and 
treat effectively the major psychoses, but to 
meet adequately the growing demand for 
your insight and skill from many members 
of a profession inadequately trained in medi- 
cal psychology, will you survive so flattering 
a demand? Will your vanity remain within 
safe bounds? Will your standards keep firm, 
virtuous and vigorous? Or will you become 
fat, oracular and pontifical following the 
way of all flesh even when it is covered by 
the cloth? 

Perhaps the best way to survive such pros- 
perity is to raise your sights, to extend your 
horizons and accept a more demanding criter- 
ion of the mission and range of psychiatry. 
In this sense and. for this reason I shall trace 
one direction in which I expect your branch 
of medicine to grow and bear precious and 
entirely lovely fruit. 

In the same way that physiology and the 
laws of normal function were derived, after 
pain, disability and death had drawn atten- 
tion for centuries to the nature of disease, so 
psychiatry after long years of preoccupation 
with insanity begins to approach a clearer 
knowledge of the laws of normal function 
of the mind and the emotions. As psychia- 
trists you study among other things the nor- 
mal conduct of a person in a world filled with 
other persons. In the history of medicine 


the investigation of the abnormal preceded 
the study of the normal. Indeed the abnormal 
has revealed the normal, just as the exception 
illustrates the rule. It seems to me one of 
the tremendously significant contributions 
of psychoanalysis that it supplied concepts 
of human conduct which, like physiological 
laws, explain mechanisms and processes at 
work both in disease and in health. Psy- 
chology also takes the range of normal phe- 
nomena as one of its fields of study. And so 
the convergent rays of psychiatry, psycho- 
analysis and psychology now flood the con- 
duct of man with light as it has never before 
been illumined. I draw to a close. 

Can there be any doubt that with greater 
knowledge you will have new tasks? Before 
the two hundredth anniversary of this As- 
sociation, psychiatry will find great exten- 
sions of its content and of its obligations. 
There will be applications far beyond your 
offices and your hospitals of the further 
knowledge you will gain, applications not only 
to patients with functional and organic dis- 
ease, but to the human relations of normal 
people—in politics, national and interna- 
tional, between races, between capital and 
labor, in government, in family life, in edu- 
cation, in every form of human relationship, 
whether between individuals or between 
groups. You will be concerned with optimum 
performance of human beings as civilized 
creatures. 

Soon after you are qualified to observe 
and describe the forces really determining 
human behavior, you will be able to explain 
it. And then in some measure you will be 
able to predict it. And since to foresee is to 
govern, when prediction is within the compe- 
tence of any considerable number of psychia- 
trists, there could come a demand for 
guidance and advice in man’s ways with man. 
May we not learn from psychiatrists what 
the essence of leadership is, what the nature 
of authority and of morale that bind men 
together in harmonious and heroic loyalty ? 

What preventive medicine has brought in 
protection from bacterial invasion and what 
physiology has brought of exultant strength 
and happiness in knowing how to live, you 
as psychiatrists can perhaps bring to human 
beings groping now in the twilight of fear 
and misunderstanding of themselves and of 
each other. 
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GROUP TREATMENT, WITH PARTICULAR REFERENCE TO 
GROUP PROJECTION METHODS 
MAXWELL JONES, M.R.C.P.E., D.P.M., Lonpon, ENGLAND 


Since last reporting on group psycho- 
therapy in 1942(1), we have greatly widened 
the scope of our methods. Further, we have 
attempted to treat not only effort syndrome 
(E. S.) patients but a group of go patients 
of whom about one-third are E. S. patients 
and the remaining two-thirds mixed neu- 
roses ; mainly anxiety states and mild depres- 
sions. The patients are all in the British 
armed forces, practically all army cases, and 
represent the more chronic constitutionally 
poorly endowed material, the “better’ neu- 
roses going to the military neuroses centres. 
Approximately 50 per cent of the cases re- 
turn to army service and the average dura- 
tion of treatment in hospital is 6 weeks. 

We have aimed at 2 separate goals: (1) 
To develop specific teaching on the C. N. S. 
so that neurotic patients with somatic symp- 
toms are enabled to evaluate their symptoms 
correctly and so avoid misinterpretation. 
(2) To give a general education in normal 
and abnormal psychology with particular 
reference to the methods of handling every- 
day problems so that normal standards of 
living can be upheld and the general prin- 
ciples of social psychiatry explained. 

In developing our methods we have had 
as our primary aim the treatment of the 
patients’ neuroses. It is hoped that by gain- 
ing some degree of insight into the somatic 
significance of symptoms and the more ob- 
vious psychological mechanisms involved in 
the production of mental ill-health, the in- 
dividual not only feels that he is given a 
positive role to play in his treatment, but 
may be more competent to deal with future 
emotional problems. So far, short term 
in-patient treatment in neuroses centres in 
England has frequently failed to achieve 
its maximal usefulness because the patient 
has never really grasped what was demanded 


1From Mill Hill Emergency Hospital, London, 
England. A film of the hospital organization and 
general plan of treatment was recently shown in 
America by Dr. W. S. Maclay, the medical super- 
intendent. 
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of him in furthering his own treatment. 
Part of the success of physical methods can 
be attributed to the fact that an organised 
treatment régime is being carried out; and 
although the patient is passive, a definite 
health goal is envisaged and during his treat- 
ment he is working towards that goal. A 
similar programme, without a_ medicinal 
régime, but in its place employing the pa- 
tient as a positive collaborator who partici- 
pates in a definite programme of treatment 
occupying many hours a week, and with a 
positive goal of recovery in view, is one of 
the aims. Anyone working in a neuroses 
centre in war-time must have been struck by 
the lack of insight into his neurosis of the 
average patient leaving hospital; such pa- 
tients typically say they feel somewhat better 
for the rest and that they enjoyed the oc- 
cupations or social activities, but seldom give 
any evidence of increased insight into their 
, nor indeed do 
they seem to understand the general aims of 
psychiatric treatment. Surely such a state of 
affairs cannot be reconciled with an adequate 
treatment programme ? 


illness since being ‘treated 


METHOD 


The group of 80 to go patients in the 
wards meet for 6 hours a week—9 to II a.m. 
on Monday, Wednesday and Friday. The 
activities may be discussed under three head- 
ings (1) Group talks—instruction on the 
structure and function of the central ner- 
vous system with particular reference to the 
somatic symptoms of anxiety. (2) Group 
projection methods—dramatisation of actual 
case histories or common and important 
social problems. (3) General organization 
of nurses, patients, etc. 

1. Group Talks.—One hour 3 times a week 
is devoted to the study of the central nervous 
system and its normal and abnormal func- 
tioning. These talks have been given for the 
past 24 years and we are satisfied that they 
have a positive value. A course of 12 talks 
is given and as this takes 1 month and the 


tic 


fa 
st 


ti 


1Q4 
ave 
| thet 
) hav 
pos 
dis 
anc 
Th 
I 
ne 
tait 
roc 
anc 
sys 
vo 
th 
pa 
on 
| a | 
ing 
| Mme 
| 
lo 
te 
at 
| 
| 
h 
n 
t 
I 
t 
t 
t 
t 
|| 


atment, 
ods can 
ganised 
ut; and 
definite 
is treat- 
oal. A 
edicinal 
the pa- 
partici- 
eatment 
with a 
one of 
euroses 
ruck by 
of the 
pa- 
it better 
the oc- 
om give 
to their 
leed do 
aims of 
state of 
dequate 


in the 
II a.m. 
y. The 
ee head- 
on the 
ral ner- 
to the 
Group 
actual 
nportant 
nization 


sa week 
nervous 
al func- 
1 for the 
hat they 
12 talks 
and the 


1944 


MAXWELL JONES > 


average length of stay in hospital is 6 weeks 
there are always some men in the group who 
have had the complete course. This makes it 
possible to set the goal to be arrived at by 
discussion, at the beginning of the meeting, 
and to let the men work out the solution 
for themselves with a minimum of help. 
The subjects of the talks are the following: 

1. The understanding of the voluntary 
nervous system and its functions in main- 
taining external harmony, e.g., you find a 
room too noisy so you get out. 

2. The understanding of the internal milieu 
and the function of the involuntary nervous 
system in maintaining harmony. 

3. The two parts of the involuntary ner- 
vous system and possible combinations, 1.e., 
the sympathetic acting as a whole and the 
para-sympathetic acting in part. 

4. Application of the previous two talks 
on external and internal harmony, e.g., it is 
a hot day so what happens (a) in the think- 
ing part of your brain? and (b) in the auto- 
matic part? 

5. The understanding of fear (a) its 
psychic and somatic aspects; (b) its teleo- 
logical value ; (c) its ‘ordinariness.’ 


6. “Nerves.” Nervous tension. Muscle 
tension. 
7. Relaxation. Anxious face. Awkward 


attitude. Restlessness in bed. Action poten- 
tials and thinking. 

8. Left chest pain and breathlessness. 

g. Circulation, cold blue hands, giddiness, 
fainting, blanching, blushing, etc. Homeo- 
stases and the efficient distribution of blood. 

10. Nervous dyspepsia. 

11. Fatigue, nervous and muscular; fa- 
tigue of activity and of inactivity. 

12. Depression and insomnia. 

The common room in which the talks are 
held is important. It has been made into the 
most attractive room in the unit and com- 
pletely redecorated and given bright cur- 
tains, etc., by the patients and nurses them- 
selves. The walls are entirely covered by 
15 paintings done by 2 nurses (both fully 
trained artists) and 1 patient. Three are 
2 X 1 yard anatomical studies illustrating 
the voluntary and involuntary nervous sys- 
tems as though ramifying over a transparent 
glass man. The remaining 12 paintings tell 
the story of ‘Nervy Ned’ as he is affection- 
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ately called by the patients. Each study 
indicates the main topic of one talk, e.g., 
for talk 6 on nervous tension, ‘Nervy Ned’ 
is seen in the consulting room sitting uncom- 
fortably on the edge of his chair with all his 
muscles tensed, anxious expression, staring 
eyes, etc., and by contrast a composed con- 
fident looking doctor, talking to him. The 
lectures work from the normal to the abnor- 
mal (clockwise round the room), while the 
‘story of Nervy Ned’ of course goes in the 
counter clockwise direction ending with him 
achieving internal and external harmony. 
Captions below the pictures summarise the 
talks and at the same time tell the story of 
‘Nervy Ned.’ The main advantages derived 
from these talks would appear to be: 

1. The patient is given an idea of anatomy 
and physiology sufficient to allow him to 
objectify his symptoms. 

2. The discussion of symptoms (which 
he may or may not have) in an impersonal 
manner also tends to produce an objective 
attitude towards his symptoms. 

3. The conversation being on the patient’s 
favourite topic, i.e., Health, is of great inter- 
est to him. 

4. The situation is an informal one, and 
the patients may be less tense than when be- 
ing interviewed individually, and may there- 
fore be presumed to be more receptive. 

5. The group acceptance of a point has a 
strong suggestive value. 

6. The patient’s self-respect is considered ; 
to give up his organ neurosis would entail 
a loss of prestige in his own eyes and in those 
of the outside world. This is countered if he 
can give a reasonable explanation of the 
meaning of nervousness, and has a realisa- 
tion of the enormous importance of this 
factor in medicine. 

7. If he genuinely wants help he will be 
relieved to learn that no serious conse- 
quences need result from his symptoms. 

8. The opportunity for raising health prob- 
lems three times a week in open discussion 
leads to less health talk amongst the patients 
themselves and, more important, leads to a 
more critical and informed attitude by his 
audience in the ward. 

g. After a time the patients come to ap- 
preciate the ‘ordinariness’ of their symptoms. 
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10. There is an enormous economy in 
doctors’ time. 

2. Group Projection Methods.—We have 
experimented with this form of treatment 
for the past 6 months ; 2 hours per week are 
set aside for this, the first hour being for 
the nurses production and the second for 
the patients. No stage, curtains or props 
are used. Some form of short sketch is pre- 
sented, being either acted or broadcast from 
one room to another with the aid of a micro- 
phone. Each of the 8 wards takes it in turn 
to write and produce a play and so far we 
have had no defaulters. To date our ex- 
perience has been that dramatised case his- 
tories of ex-patients whose subsequent prog- 
ress is known to have been satisfactory are 
the most likely to succeed as the men accept 
without question the ‘rightness’ of the treat- 
ment as carried out. Sometimes the story 
is based on the problem of one of the patients 
in the ward whose identity of course is not 
disclosed. The standard of production put 
on by the patients varies enormously. The 
script is always seen beforehand to avoid 
any indiscretion, and the men know that 
what is wanted is a social or personal prob- 
lem of general interest. The time allowed 
for the actual production is 10 to 30 minutes 
but the theme is never fully worked out: 
the problem having been raised in the play 
the audience is asked what they consider to 
be the most satisfactory solution. To com- 
plete the hour the doctor sums up using 
various viewpoints expressed to illustrate 
the advantages of intelligent assessment of 
a problem and pointing out how during the 
play and subsequent discussion new light 
was shed on the problem and everyone’s 
initial viewpoint modified. Frequently a 
parallel is drawn between this modification 
of viewpoint and what happens in an individ- 
ual psychotherapeutic situation; the doctor 
tries to understand the patient’s problem and 
in the process hopes that an intelligent patient 
will gain insight into his neurosis; the ulti- 
mate aim of treatment is not to advise the pa- 
tient regarding his conduct, but to let him see 
his problem sufficiently clearly to be able to 
deal with it himself. When such a state of 
mind is reached the individual has a definite 
course to follow, which for him is ‘right.’ Pa- 
tients are frequently surprised to learn that in 


these problem situations there is no easy 
solution and the ‘right’ course may demand 
great personal sacrifice. A neurosis may have 
been avoided by resolving the conflict but 
frequently the patient had not realised that 
the price to be paid for mental health was 
an obligation to carry a burden—which of 
course is a factor in the formation of his 
character. 

Lack of space prevents any description 
of the types of play written by the patients 
which usually centred round marital diff- 
culties, parent-child relationships and educa- 
tion. 

The nurses weekly play after passing 
through various experimental phases has 
settled down to 2 separate ‘serials’ which 
run concurrently. The meeting is always 
held on Monday morning and as the nursing 
staff is divided into 2 ‘shifts’ which inter- 
change morning and afternoon duties each 
week the same ‘shift’ is on duty every second 
Monday. One shift portrays a family made 
up of a hysterical mother and 3 daughters, 
one a psychopath, another a schizoid and the 
youngest a hysteric like her mother. The 
father (played by one of the doctors) rep- 
resents ‘normality, but is unable to cope 
with the vagaries of his family. The family 
immediately ‘caught on,’ the men delighting 
in the familiar character studies. Every 
fortnight the family is called upon to face 
a fresh problem and the different way in 
which each personality type tries to cope 
with the same problem, and the necessity 
for a group as well as an individual solution, 
carry an obvious lesson. Incidentally it ap- 
pears to us that acting this type of family has 
great possibilities in the training of nurses 
for psychological medicine. The family is 
easy to understand and therefore popular 
with intelligent and dull patients alike. It 
has distinct limitations however in that the 
characters are, with the exception of the 
father, all neurotics and in view of their 
personalities likely to remain so; there is 
relatively little scope for serious teaching. 
Much more ambitious and potentially thera- 
peutic is the psychiatric out-patient clinic as 
presented fortnightly by the other ‘shift’ of 
nurses. When this ‘clinic’ was started the 
80 patients were asked how many had heard 
of such an out-patient department and only 
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3 had done so. The clinic has it seems to us 
all the prerequisites for satisfactory group 
treatment. The setting is authentic and actual 
case histories may be portrayed. The prob- 
lems and personality types are familiar and 
the patients have no difficulty in projecting 
themselves into the situations presented. The 
whole machinery of general psychiatry can 
be condensed and brought into view within 
the space of a few minutes; case taking, 
interviewing with relatives, probation officers 
and social workers, letters to the court and 
to factory doctors and administrative heads 
and all the ramifications of psychiatry into 
education, social life and the home can be 
brought out. The progress of a case can 
be followed each fortnight and the audience 
given a glimpse of what goes on in the doc- 
tor’s mind, as well as what passes at the 
actual interview; this can be done by the 
doctor chatting with the clinic nurse during 
the interval between the ushering in of each 
clinic patient. This is important because 
such information can be imparted in play 
form but would be impossible to indicate in 
the course of the usual individual psycho- 
theurapeutic situation. Thus, a woman of 
ability who had held a responsible post in 
her father’s business before his death and 
was called up by the Ministry of Labour 
and given factory work to do, might develop 
an anxiety state which was treated at the 
clinic by sedative, discussion and rehabilita- 
tion. The situational difficulty could be dis- 
cussed with her at length but it might be 
desirable to withhold certain aspects of the 
total situation and these would come to light 
during the doctor’s conversation with the 
clinic nurse after the patient had left. To her 
he might indicate that the work recom- 
mended for her when writing to the factory 
doctor was fairly responsible private secre- 
tarial work, preferably under one of the 
company’s minor officials, so that her need 
for a prop and some form of father figure 
could be met and at the same time her self- 
esteem bettered by giving her higher grade 
work of a familiar kind. An opportunity is 
given for demonstrating failures in treat- 
ment due to lack of cooperation on the part 
of the patient. The harmful effect that a 
neurotic may have on his healthy contacts 
can be demonstrated. Thus a girl of excellent 


personality comes to the clinic because of 
depression. Her husband has been discharged 
from the Army with a neurosis and he now 
demands that she give up her interesting 
and profitable work to look after him. This 
she does willingly but the husband next de- 
mands that she give up her recently acquired 
friends whom he regards with suspicion al- 
though he has never consented to meet them. 
The wife consents because she would do 
almost anything to help him but he does not 
improve and simply becomes more suspicious 
and possessive. She is depressed and the 
reason is obvious. When however the hus- 
band can be induced to come to the clinic 
for an interview to help his wife, he proves 
to be unreasonable and uncooperative. The 
need to treat the husband too then becomes 
apparent. 

3. General Organization of Nurses, Pa- 
tients, Etc.—The unit of go beds is made up 
of 8 wards (one for modified insulin treat- 
ment, one for continuous narcosis treatment 
and the remaining 6 for mixed neurotic 
material). Ten nurses are divided into two 
shifts and all but two of the nurses are 
probationers. We have been greatly im- 
pressed by the high standard of work done 
by some girls within comparatively few weeks 
of their starting training. Each nurse is 
given two wards to look after and is ex- 
pected to read the doctor’s case notes and 
grasp the therapeutic aim in each of her 
cases. She is encouraged to spend all the 
time she can in the ward and, if possible, 
become an integral part of the ward group. 
Up to a point she is prepared to “mother” 
the men, buying cake for their evening cup of 
tea, etc. No attempt is made to hide the fact 
that the nurse has a loyalty to the doctor and 
hospital as well as to the ward group; no 
difficulty has ever been experienced in this 
direction and when, as frequently happens, 
a patient is asked to attend a nurses’ ward 
lecture so that they may learn from his 
case, he invariably does so willingly. Two 
nurses’ ward lectures are held each week— 
one is purely for teaching, case problems 
being discussed, while the other is a general 
meeting primarily concerned with policy. At 
the latter meeting constant revision and scru- 
tiny of group methods by the nurses and 
doctors concerned are carried out. The 
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doctor must be prepared to give in to the 
wishes of the nurses when occasion arises 
because it is keenly felt by all that unless 
the staff morale is high the whole practice 
of group treatment must fail no matter how 
sound the method. The nurses conduct a 
dancing class for beginners twice a week but 
no pressure is brought to bear on non-danc- 
ers whose temperament makes them unfitted 
for this type of social activity; every fort- 
night the men act as hosts at a dance given 
in the ward to a group of 30 girls from a 
nearby instrument factory and it is inter- 
esting to note how much better the men 
respond to these “normal” girls than they 
do when in the company of the female 
neuroses patients at the weekly hospital 
dance. 

Redecorating the wards with the nurses, 
the nurses’ visits to the patients’ occupa- 
tions departments, the informal discussion 
of the morning’s group talk or play in the 
wards that evening and the active interest 
shown in the patients’ home life by the 
nurses, all contribute to a positive group 
atmosphere in the wards. The group spirit 
is confined mainly to the ward and does not 
noticeably extend to the unit as a whole. 

Lastly, one hour a week is set aside for 
a general meeting of the entire ward—pa- 
tients, nurses and doctors. The men are 
encouraged to suggest improvements in the 
ward organisation, raise criticisms, and if 
possible their suggestions and difficulties are 
dealt with on the spot, so that they are given 
an immediate feeling of accomplishment, or 
their idea is rejected without delay. Such a 
meeting of the ward group with everyone 
present and decisions quickly made and acted 
on does something to combat the patients’ 
inertia, which in a neurotic ward is the big- 
gest single obstacle to treatment. This oc- 
casion is also used for raising any difficulties 
the nursing staff may be having with the 
patients, and for making announcements of 
general interest. 


DISCUSSION 


The methods of group treatment described 
aim at educating the subject. The question 
immediately arises as to what are the pos- 
sibilities of educational methods in the treat- 
ment of the neuroses. None would deny the 


value of such methods properly applied to 
the teaching of school children in the prophy- 
laxis of psychiatric disorders. But even here 


the resulting benefit might prove to be dis- 


appointingly small; e.g., there 1s no reason 
to think that adolescents at secondary schools 
are less prone to neuroses than adolescents 


who have had only an elementary schooling ; 
education, by widening the subject’s horizon, 
at the same time increases his personal re- 
sponsibilities and increases potential sources 
of conflict. In connexion with ‘prophylactic 
teaching’ in schools, it must also be borne 
in mind that the adolescent is not ready 
for certain information, e.g., while a certain 
amount of sex education might profitably 
be given to adolescents there is much teach- 
ing which is better withheld until the infor- 
mation is needed; only then can it be prop- 
erly assessed by the individual. To teach 
contraception to an adolescent girl might 
invite harmful emotional conflicts and later 
frigidity, whereas such information given 
at the right time might have just the opposite 
effect. Adult education is a problem which 
no country has yet tackled seriously in a 
coordinated way. We believe that school 
education and adult education are both neces- 
sary if the fullest possible attempt at pro- 
phylactic psychiatry is to be made at the 
present time; whether the need for adult 
education in this sphere will ever be elimi- 
nated is an open question. It is fully realised 
that a psychiatrist has far less qualification 
for adult education than an educationist but 
he has his own specific contribution to make. 

The system of group treatment outlined 
above does not lend itself to an analysis into 
its various component parts. Needless to 
say it has a different significance for differ- 
ent patients depending on their intelligence, 
interest, personality and nature of their emo- 
tional difficulties. The following is the gen- 
eral aim of this form of treatment bearing 
in mind that it in no way obviates the need 
for individual psychotherapy. 

The group talks developed in response to 
a definite need for factual education on the 
C. N. S. and the nature of vegetative symp- 
toms. The patients were at first all effort 
syndrome patients and they appear to us to 
form the group ‘par excellence’ for this type 
of explanatory approach; their vegetative 
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symptoms characteristically appear on phys- 
ical exertion and involve the circulatory and 
respiratory systems mainly and are fre- 
quently misinterpreted as heart disease, etc. 
Simple reassurance is not enough. The pa- 
tient has to be given sufficient knowledge to 
enable him to believe that he understands the 
situation rather than simply asking him to 
accept the doctor’s reassurance about his 
heart, etc., especially as this information 
frequently appears to the patient to conflict 
with other more gloomy opinions expressed 
by other doctors. To quote from a report 
on group treatment written by one of the 
patients : 


The amount of detailed information absorbed is 
very scanty, but the general impression which the 
men grasp is obviously quite important to their 
treatment. The general impression, often expressed 
in these words is that “All these left chest pains, 
dizzy turns and so on can be put down to nerves.” 
This is eventually accepted by all but a tiny minor- 
ity. (This minority consists in the main of those 
who have had some ‘practical’ demonstration of an 
organically weak heart, and who talk learnedly 
about electro cardiographs, etc.) This certainly 
does lead to an effective diversion of ward conver- 
sation away from symptoms. New patients arrive 
at Central ward full of their symptoms, the num- 
ber of hospitals they have been in, what various 
doctors have said and so on. Little interest is 
shown by the old hands, and after a few days the 
new patient is absorbed into the fuller ward life. 


The earliest use of group psychotherapy 
as such appears to have been in Boston where 
in 1905 Pratt(2) started a class for TB. 
patients who were being treated at home. He 
has developed his method considerably since 
that time and now endeavours to treat va- 
rious functional disorders by such a class 
method. Excellent results are claimed by 
Pratt (3) and 68 per cent of all patients at- 
tending are helped. The methods employed 
are different from ours and as the class is 
made up of out-patients and meets only once 
a week, there is little attempt at specific edu- 
cation. Good fellowship, communal discus- 
sion of problems, and the use of ‘cured’ pa- 
tients to encourage the newcomers are the 
main objects of the meetings. Much more 
specific teaching was attempted by Chappell 
et al.(4) in treating cases with peptic ulcer 
by group methods. It seems to us that the 
main value of such class methods is in deal- 
ing with psychosomatic complaints, where a 
proper understanding of the somatic com- 
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plaints will at least prevent mis-interpreta- 
tion of symptoms. However we do not think 
that the method has anything more than a 
limited value, and should be used along with 
individual treatment, group projection meth- 
ods, ete. 

Group projection methods as we are em- 
ploying them aim at doing more than the 
group talks. Like the latter, they aim at 
giving factual knowledge, in this case about 
various aspects of psychiatry particularly 
social psychiatry (the clinic) and personality 
types (the family). But their main value is 
in therapy. Most neurotics have immature 
personalities, and we believe that even in 
the short space of 6 weeks something can be 
done to alter some of the patients’ attitudes 
towards the basic problems of life. This 
might be done equally well if time permitted 
by individual interviews, but we feel that 
there is a specific value in group methods. 
To discuss a problem personally with an 
individual is a different thing from open 
discussion of the same problem when the 
individual has become part of a group and 
when the problem itself has been dramatised. 
This applies particularly to problems (and 
these are in the majority) which have signifi- 
cance only in relation to society ; this type of 
problem is best considered in the form in 
which it actually occurs in real life, and in 
the presence of a group of people. The 
individual is now in the most favourable 
position to project himself into the situation 
portrayed, and at the same time can contrast 
his reactions with those of the group. At 
first he may identify himself wholly with a 
character, but much more frequently the 
patient’s identity is retained, and he con- 
trasts the behaviour of-the character in the 
play with his own usual standards. 

Then follows the discussion in which his 
own evaluation of the situation is contrasted 
with that of other speakers, and inevitably 
his own viewpoint is ranged against many 
other contrasting viewpoints. 

Finally, comes the summing-up by the 
doctor, and an attempt made to take what 
is best in the various viewpoints expressed 
and to formulate a solution which is reason- 
able and, if possible, satisfactory to the group 
as a whole. The patient who is actively 
cooperating is forced to review his own con- 
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cept of behaviour in the circumstances under 
consideration. As Schilder(5) points out, 
the socially unadapted individual is particu- 
larly prone to premature solutions which have 
been built up in childhood and retained ever 
since, although they cannot stand the test 
of intelligent scrutiny. It is hoped that one 
can give the patient insight into his own 
arrested development ; now, what had always 
seemed to him to be a commonplace attitude 
might owe its origin to some childhood fear 
or frustration, and be impossible to defend 
when contrasted with a more reasonable 
adult viewpoint. This sudden insight seems 
to us to be the most important single factor 
in group treatment as we practice it, and is 
one form of learning. Ideally, the old im- 
mature attitude is supplanted by a more 
evolved attitude, which appears both right 
to the individual and is in conformity with 
the group’s considered opinion. Admittedly, 
a change of attitude may occur without the 
individual having any insight into the change ; 
when, in this case, the same problem recurs, 
the individual viewpoint is found to be 
changed although he himself may believe that 
the new viewpoint has ‘always’ been his. 

Another point to be considered is that 
communal discussion of problems may rob 
them of much of their painful significance 
for the individual when he discovers that 
he has them in common with many other 
people. Schilder(6) expresses this very 
clearly. 

Feeling of guilt results from sexual drives and 
actions and from aggressiveness. Both seem to 
excommunicate the individual from a society that 
sets up for him a system of ideals that cannot be 
fulfilled. Mothers are supposed always to love 
their children, and children are expected always to 
love their parents. There should be no destructive 
impulses against anyone; good deeds from the in- 
dividual are not enough—the demand is also that he 
think only good thoughts. The unwritten ideologies 
and prejudices, the demands of misunderstood 
morality, are much more tyrannical than written 
laws, since the former punish for thoughts. 
Thoughts must come out into the open quite in the 
same way as ideologies if individuals are to be 
liberated from their feelings of guilt. In a group, 
the patients realise with astonishment that the 
thoughts which have seemed to isolate them are 
common to all of them. This enables them to see 
their aggressive instincts and social conduct as 
compatible. 

The patients’ productions are important 
in that the men are given an opportunity to 
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present a problem of importance to them- 
selves for discussion; sometimes a patient 
writes up his own problem. Further, the 
production itself requires about a week to 
prepare, and in the process the men not only 
have to think about the problem themselves, 
but are active members of a group; usually 
they co-opt one or several nurses to help 
in the play. To some of the patients at least 
this type of presentation has a more specific 
therapeutic value than the nurses’ produc- 
tions, but as there is no subsequent meeting 
devoted to the problem raised—the patients 
are in hospital only about six weeks, and the 
group is large, the method cannot be used 
for developing a group analytic technique as 
has been attempted by Wender(7) and 
Schilder(6). Our belief is that the main 
value of the patients’ productions is derived 
from the projection and evaluation of per- 
sonal beliefs in much the same way as is 
done by the nurses’ productions. To quote 
again from a patient’s report on the value of 
group treatment: 


Each problem has as many solutions as observers, 
but the pooling of solutions during discussion re- 
sults in a social or group solution which represents 
for each individual in part his own solution and in 
part the group solution. I have several times ques- 
tioned men on what was happening when they made 
their contribution to the discussion or to the ward 
‘post-mortem.’ Many times, as if in a flash, it has 
spontaneously dawned on them that they were not 
talking about a hypothetical character in the drama 
but, as they say, ‘I was talking about myself.’ This 
insight augments the value of the subsequent 
dramas. 


Another patient volunteered that what 
the plays had done was to make him think 
about his own problems more although none 
of the problems presented really concerned 
him. After some discussion, however, he 
gained more insight into the nature of his 
projection, and said: 

I have just realised that for years before I 
joined the army I was unconsciously resisting my 
wife’s independent life, and that I was jealous 
when she tried to establish it. Now I see that I 
shall have to reorientate my attitude towards my 
wife’s personal interests and hobbies. 


To summarise, the main value of group 
projection methods of treatment seems to 
lie in the opportunity afforded for insight 
into basic problems, for examining one’s 
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attitude towards such problems, and, if pos- 
sible, achieving a more adult outlook on 
such problems. It seems to us that emotional 
difficulties may produce arrest of psycho- 
sexual and social development, but even with- 
out treatment designed specifically to over- 
come the emotional difficulties which cause 
the arrest, much can be done by teaching to 
achieve normal adult development. 
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PSYCHOLOGICAL ADJUSTMENT OF SOLDIERS TO 


ARMY AND 


TO CIVILIAN LIFE’ 
MAJOR-GENERAL G. B. CHISHOLM, C.B.E., M.C., E.D., M.D. 


Ottawa, Canada 


The problem of military training in the 
democracies is very different from the same 
problem in the authoritarian states. In these 
latter states, theoretically at least, every 
citizen has accepted his role as a contributing 
unit in the total organization and for the 
total welfare of the state. Ideally within this 
framework his individual initiative is en- 
couraged and developed. He has already 
been consistently and thoroughly oriented 
toward any necessary self-sacrifice for the 
good of the state throughout his life. 

The democracies while much more con- 
fortable to live in are not so organized nor 
have the citizens of democracies generally 
accepted any concept of their own individual 
welfare being secondary to that of the state 
or its government. 

A further problem at this particular time 
in our democracies has been a certain degree 
of confusion on the part of young people in 
their attitudes about governments, political 
systems and economic and social questions 
generally. A quick review of the last twenty- 
five years during which our present genera- 
tion of soldiers has been growing up, takes 
us through a period of extensive re-adjust- 
ment following the first world war, a period 
during which there has been no clear gener- 
ally accepted attitude about the soldiers of 
that war. Young people have been exposed 
to widely variant points of view about wars 
generally, the first world war in particular, 
and have heard their fathers, uncles and elder 
brothers described by some people as heroes 
and the “saviours of democracy” and by other 
people as “suckers,” the “tools of capitalists” 
and many other derogatory names. These 
widely varying attitudes which have not been 
specific for any particular social or economic 
groups have produced confusion in the minds 
of young people in the whole field of in- 
dividual and state relationship. 


1 Read at the Centenary Meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., 
May 15-18, 1944. 
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Che years immediately following the first 
world war were years of confusion in many 
other fields also. The whole fields of econom- 
‘s, education, international trade, monetary 
organization and political relationships were 
unsettled and under attack from many direc- 
tions. The booming twenties showed young 
people the spectacle of citizens who were un- 
educated, unskilled and not of any obvious 
value to the community, becoming in many 
cases very wealthy as the result of stock 
market gambling. These successes bore no 
relation to any civic virtues nor individual 
development but rather were dependent on 
“luck” and the people whom one knew wh 
This situation 
tended to belittle academic education, pro- 
fessional attainments, hard work and devo- 
tion to any worthy cause. 


could give valuable ‘“‘tips.”’ 


The crash of the economic and financialf 


house of cards in the late twenties and earh 
Econo- 
mists argued heatedly and publicly on the 
whole question of cause and effect without 
any clear conclusions. The whole social-eco- 
nomic-financial became suspect. 
While many people have continued to take 


thirties was again very confusing. 


system 


for granted that cycles of prosperity and 
depression are inevitable, others are confident 
that something could and should be done 
to prevent these drastic upheavals and alter- 
nating prosperity and distress. 

As much of the world was slowly ané 
painfully reestablishing the economic system 
on a basis which was widely regarded as 
only temporary and unsatisfactory, the pres 
ent world war began to loom big on the 
horizon. To the developing generation te 
go into another world war looked like the 
extreme of madness, and for some time tf 
was taken for granted generally that of 
course anything so devastating and so futile 
would be prevented. It was very shocking 
to many thousands of young people to find 
that their elders apparently did not know 
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how to stop a war, or if they did know did 
not want to do so. 

It is not strange that young people now 
in their twenties and thirties should not find 
this history of the last two decades capable 
of inspiring them with devotion to a cause. 
Many thousands of the young soldiers now 
jin our armed services have never had jobs 
which they could regard as valuable to the 
community. Many of them had never really 
worked at all nor felt themselves to be of 
value to the national or even local group. 
Not by any means without exception but 
rather generally our young men have been 
brought up to get what they could for them- 
selves and to be concerned primarily with 
their own safety and their individual success. 

These are the young men who have come 
to our navies, armies and air forces to be 
moulded and developed into great fighting 
machines in the service of a cause, the only 
element of which that appeals to many of 
them is self-preservation. Very many of 
these men have been taught never to hate, 
have despised sentimentality, are suspicious 
of the motives of other people and have never 
had the experience of unselfish devotion to 
a worthy and important cause. 

Even the field of religion has in the minds 
of much of the younger generation become 
confused and uncertain, and no longer pro- 
vides the authoritative security which it com- 
monly did for their parents. 

It may be useful to attempt to describe 
the good soldier, whether he be in the navy, 
army or air force, the end product which 
the armed services attempt to produce from 
the material I have been describing. 

First he must be physically fit, and this of 
itself is frequently a-targe order. Lack of 
suitable diets, unsatisfactory housing condi- 
tions, neglect of health education and health 
services have allowed large numbers of our 
young people to develop to much less than 
the highest physical status inherent in them. 

Good mental health and stability are es- 
sential for the good soldier. He must be able 
to count on himself as his leaders must be 
able to count on him to be mentally and 
emotionally able to stand with fortitude ex- 
posure, exertion and the long continued 
extreme strain of battle situations. He must 
be able to live constantly with fear, to be 
able to experience it and continue to fulfill 
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his obligations to his group and to the cause 
for which he is fighting. He must also be 
able to hate and kill without a crippling de- 
gree of guilt. He must be able to live inti- 
mately with a wide variety of other men; 
men whose original premises in many fields 
are different from his, whose religious atti- 
tudes, education, social background, even 
standards of cleanliness vary widely from 
his own, and at the same time must be able 
willingly to subject himself to the discipline 
which is necessary in the interests of the 
group. In order for this to be possible he 
must be relatively free of internal conflicts, 
guilts and fears which are not relevant to 
the military situation. His status in this 
field depends to some extent on his inherent 
make-up, but most importantly from the 
point of view of prevention and treatment, 
on his early training and the environment in 
which he developed. The social and economic 
history of the last twenty-five years has been 
an important part of that environment. 

The good soldier must be capable of self- 
sacrifice and devotion to the cause and to his 
group, to the extréme degree of being able 
to lay down his life in their service. Wars 
cannot be won by soldiers with less than 
these qualifications. The armed services are 
not just groups of armed civilians. They can 
work effectively only as interdependent and 
utterly dependable teams. Men must be able 
to remain at their posts, doing their job 
though their own lives may be imminently 
threatened ; even though a ship may be sink- 
ing, the engineers, the siokers, the ammuni- 
tion passers, gunners and all the rest of the 
crew must continue to do their job. Though 
their own plane may be battered and in acute 
danger, the pilots, gunners, navigators and 
bombardiers must continue to take effective 
action against the enemy to the last. Though 
the artillery may be bombed or plastered 
with mortar or artillery fire, or even per- 
haps under gas attack, they must continue 
to keep their guns in action as long as any 
man is alive. The outcome of this war de- 
pends on the courage and steadfastness of 
our individual sailors, soldiers and airmen, 
as well as on their knowledge and skill and 
that of their leaders and directors. 

This picture of the good soldier stands in 
sharp contrast to what most of our young 
men have been as pre-war civilians. These 
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qualities so necessary in a good soldier are 
more the virtues of the pioneer civilization 
of our forefathers of several generations ago 
than they have been of our civilization of re- 
cent years. Devotion, self-sacrifice, unself- 
ishness, hard work in acquiring knowledge 
and skills have not generally been adequately 
rewarded by our social system, though these 
are qualities which might most aptly be de- 
scribed as “civilized.” 

It is apparent then that the armed services 
require a very extensive change from the 
usual civilian attitude, in a reliable soldier. 
It is equally apparent that the change back 
again to a civilian environment on demobili- 
zation may be difficult for that soldier. For 
some years almost all the issues which are 
important to him have been relatively clear. 
He knows who are his friends and who 
his enemies. He has learned to be completely 
unselfish and co-operative to the point of 
death, with his friends, and completely ruth- 
less towards his enemies. During long separa- 
tion from his own family and civilian friends 
the soldier usually idealizes them and the 
home situation out of all recognition. His 
return to the reality of his home environment 
may prove to be difficult and disturbing to 
him. The problem of the re-adjustment of 
the soldier as a civilian is one which affects 
all the citizens of any country. It is of the 
greatest importance that the returned soldier 
should be assimilated into the social structure 
and that he should be accepted by civilians, 
but no more important than that the civilians 
should prove acceptable to the soldier, and 
that they should prove capable of fulfilling 
the criteria by which he judges who are his 
friends and who his enemies. 

For some years the soldier will have been 
accustomed to regarding himself as impor- 
tant, as a great asset to his country and as 
valued highly by his associates. This was 
not true of very large numbers of young men 
in the years immediately preceding this war. 
The most damaging thing that could happen 
to the returned soldier and to the community 
to which he returns would be for him to 
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find himself not wanted and not regarded | 


as a valuable asset to the community. To 
give him money or even to provide him with 
a stop-gap job will fall far short of these 
requirements. In order for him to become 
a useful civilian citizen it 1s very necessary 
that his own individual value to the com. 
munity should obviously to him remain high, 
This will require very careful planning and 
very generous and serious implementation, 

If this integration into the civilian body 
should not be accomplished it is inevitable 
that some degree of segregation of the re- 
turned soldier will occur. He will associate 
with his own kind, will feel himself and his 

conflict with civilians 
generally and will in the clear-cut way to 
which he has been accustomed in recent years 
begin to feel that civilians are his enemies. 
If this should occur, the results could be very 
unfortunate and in their detail would depend 
greatly on the leadership of such returned 
soldier groups. 

It would appear then that the ability of 
civilians generally to measure up to the 
standards which have been accepted by sol- 
diers and are required of those who would be 
their “friends” will demand extensive re- 
orientation on the part of the civilian popu- 
lation. Unselfish devotion to the good of the 
group, willing self-sacrifice and the ability 
to be dependent on, and not to take advantage 
of, ones own people, are essential to the 
acceptance of civilians by soldiers. 

It is of the greatest importance that it 
should be thoroughly appreciated that sol- 
diers cannot be “bought off” by grants of 
money. The soldier appreciates thoroughly 
and believes deeply that what he has gone 
through for the sake of the community can- 
not be paid for in terms of dollars. The re- 
turned soldier can never go back to being 
the civilian he was before the war. He has 
changed deeply and extensively. His re- 
quirements of the community in which he 
lives will have changed. He, and there are 
millions of him, will expect the community 
to live up to these requirements. 


associates to be in 


P: 
mids 
chia 
worl 
civil 
war 
done 
disp 
med 
a la 
ishir 
natu 
It 1: 
thes 
all 1 
tribt 
war 

V 
chia 
ina 
the 
shot 


New 
C 


sign 


ters 


| | 

| 

| 

this 
ing 
clin 
a | 
| soci 
cas 
by 
oth 
ied 
cho 
| rect 
psy 
out 
era 
1 
can 
Ma 
F 
Ni 


__LNov, 


regarded 
lity. To 
him with 
of these 
become 
lecessary 
he com- 
ain high, 
ning and 
entation, 
ian body 
nevitable 
| the re- 
associate 
F and his 
civilians 

Way to 
ent years 
enemies, 
1 be very 
d depend 
returned 


ibility of 
» to the 
1 by sol- 
would be 
re- 
an popu- 
od of the 
e ability 
dvantage 
1 to the 


that it 
that sol- 
‘rants of 
oroughly 
has gone 
nity can- 
The re- 
to being 

He has 
His re- 
which he 
there are 
mmunity 


TREATMENT ACTIVITIES IN WAR PSYCHIATRY * 


LT. COLONEL LAUREN H. SMITH, M.C. 
Neuropsychiatric Consultant, Ninth Service Command, Fort Douglas, Utah 


Psychiatry and the war are now in the 
midst of each other. There are more psy- 
chiatrists serving in the armed forces or 
working directly for them than remain in 
civil life. At the beginning of psychiatric 
war activities we heard that little could be 
done by a psychiatrist except diagnosis and 
disposition. Present activities by psychiatric 
medical officers demonstrate, however, that 
a large program of treatment is now flour- 
ishing, and more developments of the same 
nature literally are being added each week. 
It is time, therefore, to review and outline 
these treatment activities, in order that we 
all may be informed of the enormous con- 
tribution the psychiatrists are making to our 
war effort. 

What are the backgrounds in which psy- 
chiatry plays its part? There are several, but 
in all of them therapeutic procedures are in 
the center of the picture. Certain special 
psychiatric work outside of fixed hospitals 
should be discussed first. 


Neuropsychiatric clinics attached to special 
units. 

Over a year ago psychiatrists were as- 
signed to various replacement training cen- 
ters. A few accounts of the beginning of 
this work were presented at the annual meet- 
ing of this Association in May 1943. In these 
clinics the psychiatrist usually is assisted by 
a psychologist, a Red Cross psychiatric 
social worker and secretarial aides. Problem 
cases are referred by unit commanders or 
by dispensary medical officers as well as by 
other sources. Patients are completely stud- 
ied by the social worker and by the psy- 
chologist; a psychological impression is 
recorded and they are then seen by the 
psychiatrist. Most patients are carried as 
outpatients with weekly interviews for sev- 
eral weeks, and usually maintain a successful 


1 Read at the Centenary Meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., 
May 15-18, 1944. 

From the Office of the Service Command Surgeon, 
Ninth Service Command, Fort Douglas, Utah. 


adjustment to duty. Others are sent into the 
station hospital for special study, treatment 
or other disposition. If such clinics were 
not available, at least two-thirds of the 
patients now handled successfully would re- 
quire admission to the station hospital with 
the ultimate result that fewer patients would 
return to duty. 


Psychiatric orientation lecture outlines. 


Outlines of certain didactic courses for 
officers and enlisted men have been issued 
recently. These courses furnish information 
relative to problems of personal adjustment, 
explanations on the relationship between 
emotion and body function, the symptoms 
of maladjustment, the importance of mental 
health, and the causes of nervous break- 
downs. This is all good mental hygiene. 
Although planned for officers and men of the 
line, the same information whether given by 
lecture, clinic or demonstration is equally 
useful and beneficial in army hospitals. Re- 
cent statistics call attention to the number 
of men discharged for psychiatric reasons. 
There are also patients with functional dis- 
abilities who are discharged with a non-psy- 
chiatric diagnosis since more patients suffer- 
ing from these conditions are actually treated 
on hospital wards not associated with the 
psychiatric service, than on the psychiatric 
wards. Psychiatrists realize they may treat 
vicariously a vast group of patients by stimu- 
lating an understanding of the causal moti- 
vations and adequate treatment of functional 
illness in the attitudes of other individuals 
who are in direct contact with the maximum 
number of patients throughout all hospital 
wards. 


The division neuropsychiatrist. 


The Army Medical Corps in World War 
I found that a psychiatrist assigned to a 
division could do valuable work. An in- 
teresting account of this experience may be 
found in the medical reports of the Surgeon 
General’s Office. A large number of the 
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divisions in the present army now have 
psychiatrists attached and most of them have 
been at work for some months. The duties 
they may perform are varied but 10 specified 
functions are listed in WD Circular 290, 
dated November 1943. In the introduction 
of the circular is one significant statement : 
“The neuropsychiatrist is assigned solely to 
function as such.” His functions are as 
follows : 


1. Advise in all matters pertaining to the mental 
health of the command. 

2. Maintain a continuous screening process for the 
purpose of detecting and promptly eliminating 
individuals emotionally unfit for military 
service. 

3. Be available for the early treatment of normal 
individuals who suffer from minor correcti- 
ble maladjustments to army service. 

4. Assist in a program of preventive psychiatry, 
especially in its relationship to discipline and 
morale, through educational programs and 
informal discussions with line officers and 
others who may seek his advice. 

5. Facilitate reclassification procedures to assure 
as far as practicable the proper assignment 
of personnel. 

6. Be available as consultant to courts-martial 
and other boards where his services are 
indicated. 

Visit division dispensaries and advise in manage- 
ment of psychiatric and psychosomatic prob- 
lems. 

8. Supervise the maintenance of proper records 
of neuropsychiatric conditions within the 
command to the end that adequate informa- 
tion accompanies each patient evacuated to 
the rear. 

9. Keep constantly oriented to the changing psy- 
chiatric problems during training, precom- 
bat and combat periods, with a view towards 
developing the mental toughness essential to 
combat troops. 

10. Supervise the management of neuropsychia- 
tric casualties during combat. 


“J 


The main objective of the division psy- 
chiatrist is salvage. He must be an adviser 
in the selection of men for special assign- 
ments by estimating their intelligence and 
natural ability ; he must select men for short- 
term treatment planned to overcome any 
secondary disadvantages produced by an 
unrecognized situational psychoneurosis at 
the earliest moment. A further important 
duty is to impart knowledge of mental 
hygiene which may be useful for officers. 
Many line officers who possess good qualities 
of leadership are as alert to the psychoso- 
matic elements and the personality problems 


in their men as are medical officers. Th 
division psychiatrist has an opportunity ty 
crystallize this knowledge and to make avail. 
able to all personnel in his division mug¢ 
factual material related to morale. 

In every division there will be, of course 
some backlog of men useless for overseas 
combat service, and frequently it is expected 
that the psychiatrist will dispose of them 
To make the division efficient, some must be 
screened and eliminated if unfit for full duty, 
but if such men are discharged wholesale it 
means the psychiatrist has become a pawn 
and is not functioning as a good psychiatrist, 
Mental hygiene activities within the division, 
the diagnostic evaluations and therapy for 
personality problems and mild psychoneu. 
roses, and professional advice as a consultant 
in classifications and assignments, allow the 
division psychiatrists’ contribution to become 
a valuable constructive function in the saving 
of man power. 

Treatment plan for patients on transports. 

The problem of treatment of psychiatric 
patients on transports is very involved. One 
port surgeon recognizing the need for special- 
ized treatment particularly for the more 
acutely ill psychiatric patients has organized 
instruction courses on psychiatric treatment 
procedures. 
transport surgeon and the members of the 
ship medical complement who may be re 
sponsible for care and treatment are sent on 
temporary duty to the psychiatric section of 
a nearby army hospital. There, by lecture, 
clinics and demonstration they are instructed 
in the technique of all treatment measures 
which should be given for acutely ill psy- 
chiatric patients. 


Treatment activities in station and general 
hospitals. 
The previously described subjects have 
had to do largely with extramural treatment. 
Let us now consider treatment activities in 
terms of the various hospital situations. Both 
station and general hospitals have psychiatric 
wards planned to provide proper segregation 
of patients in accordance with the clinical 
types. 
Closed wards have been built to insure 
maximum safety for patients. In many gen- 
eral hospitals great improvement has been 
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achieved in reconstruction so that treatment 
sections may be supplied with continuous 
tubs and pack rooms. Provision is made for 
athletic activities on the ground area im- 
mediately adjacent to the closed wards in 
order that closed ward patients have full 
access to such activities. In many hospitals 
electroencephalographic apparatus has been 
installed. Hospitals awaiting installation of 
such equipment send patients long distances 
by ambulance when in need of this diagnostic 
aid. The Red Cross, the morale services 
division and other sources have supplied a 
wide variety of craft and recreational equip- 
ment, magazines and books, thus aiding 
materially in the treatment of closed ward 
patients who may not be included in the 
special activity shops and centers to which 
open ward patients may be sent. 

Patients who have psychoneurotic or other 
functional disabilities are not kept on the 
closed wards but in standard hospital wards 
ordinarily used for all types of medical and 
surgical cases. These wards make up a 
neuropsychiatric section to which, so far as 
man power and facilities permit, all patients 
in whom psychoneurotic symptoms are the 
chief incapacitating features are transferred. 

The composition of the ward personnel 
with whom neuropsychiatric patients come in 
contact is considered to be of the utmost 
importance. There has been a great shortage 
of nurses who have had training in psy- 
chiatry. Successful efforts have been made 
to make up this deficit by the training of 
wardmasters and wardmen. In several hos- 
pitals a manual of instructions has been pre- 
pared and given to all personnel, in addition 
to lectures and clinics which have been or- 
ganized primarily to teach the essentials of 
neuropsychiatric treatment. 

For a time there was an attitude in army 
hospitals that the most important function of 
the army psychiatrist was “diagnosis and dis- 
position.” This was due in the early stages 
to the lack of trained personnel and the over- 
loading of the psychiatric wards. Fortu- 
nately, this early era has passed. Although 
there still exist limitations because there are 
not enough psychiatrists, scientific methods 
of treatment are generally available. These 
include shock therapy by electro shock, met- 
tazol, sub-convulsive insulin shock, hydro- 
therapy, physiotherapy and selected drug 


therapy. Actually little drug therapy is in- 
dicated because of the availability of other 
effective forms of treatment. These other 
forms comprise a wide variety of activities 
of the occupational, recreational and educa- 
tional types, including athletics, games, in- 
struction in arts and crafts and special 
educational classes. At the present time the 
total activity program of a treatment nature 
for neuropsychiatric patients in army hos- 
pitals compares favorably with that existing 
in civilian psychiatric hospitals. 

The Army now recognizes the effective- 
ness and value of treatment measures in not 
only returning men to duty but preparing 
them, when duty is not possible, for return 
to civilian life. Accordingly there has been 
issued recently WD Technical Bulletin 28, 
dated 1 April 1944 entitled, “Treatment 
Program for Psychiat.ic Patients.” This is 
a splendid bulletin which is very exact and 
detailed and can be considered a “psychiatric 
treatment bible” for army psychiatrists today. 

Among the treatment measures discussed, 
the most important is yet to be mentioned. 
This, of course, is psychotherapy. Psycho- 
therapy in the army hospital must be thought 
of in the widest possible sense. Not only 
the direct psychotherapy, which includes the 
individual approach as well as group psycho- 
therapy, but indirect psychotherapy must be 
considered. The attitude of the psychiatrist 
and of the personnel is of the utmost im- 
portance. This question of attitude makes 
up one of the most important features of 
practically any kind of psychiatric treatment. 

Patients come to army hospitals under 
varying but sometimes unpleasant conditions. 
Recently a typical convoy was received from 
overseas. An observer will never forget the 
impression received on seeing a group of 
neuropsychiatric patients disembark at the 
pier. For reasons of security the arrival of 
a ship bearing overseas casualties must be 
kept secret. Little, therefore, can be done 
to receive them under especially pleasant con- 
ditions, but the presence of an army band 
at the port has been helpful as a reception 
committee. After disembarking, a convoy 
of patients arrived at midnight at a certain 
general hospital. In a matter of minutes 
the patients were filing into the dining room. 
They were tired, not too clean, dispirited, 
weak and hungry for American food. They 
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were quickly served an excellent warm meal. 
The sight of tabies loaded with baskets of 
fresh fruit and an abundance of milk had 
a real effect. No observer could escape see- 
ing the lift of spirit and the warm reaction 
this reception produced in these patients. 
In an incredibly short time every patient had 
his bath and was in bed. 

At this late hour at night the arrival of 
over 300 patients was a problem. Each 
member of the hospital personnel contributed 
—both the day and night shifts. They did 
so, not because of orders—many were there 
as volunteers—but because they so desired. 
This is one form of indirect psychotherapy. 

In one station hospital the commanding 
officer remarked that he rarely saw the psy- 
chiatrist on the closed ward but usually 
found him in his office “talking to one of 
his patients.” A study of the statistics of 
this hospital showed in one calendar period 
that of 38 psychotic patients who could not 
be returned to duty, only 3 by necessity were 
sent to Veterans Facilities. This is one hos- 
pital where individual psychotherapy on 
closed ward patients has proven worthwhile. 
It is unfortunate that time factors may limit 
the amount of individual psychotherapy. 

We have often heard how the psychiatric 
medical officer lacks time for treatment, par- 
ticularly psychotherapy, owing to pressure 
of routine work. One way this deficiency may 
be met is illustrated by a description of a 
beginning project in group psychotherapy 
now being conducted by Captain Donald 
Shaskan of Camp Callan Station Hospital. 
With the assistance of a Red Cross psychia- 
tric social worker and after routine work-up, 
patients are selected according to the impres- 
sion of their therapeutic accessibility and 
promise. Each morning for one hour, as a 
regular daily schedule, a group psychotherapy 
class is held. It is attended by the psychia- 
trist and the psychiatric social worker. The 
plan works well and can be carried on in al- 
most any army hospital. Captain Shaskan 
outlines certain points of advantage of this 
plan: 


1. It is economical in administration. 

2. It is valuable as a diagnostic aid; it helps to 
separate the curable from the incurable. 

3. It does not call for an increasing number of psy- 
chiatrists, already limited in number. 

4. It tends to give the largest number of patients 


IN WAR PSYCHIATRY [ Noy. 


some insight into fundamental problems; pa- 
tients tend to learn a technique of expressing 
themselves, encouraging an objective atti- 
tude; they learn possibilities of acquiring an 
improved adjustment under army conditions, 

5. It identifies the problems of the individual with 
the group as a whole. 

6. It helps the psychiatrist to make final disposi- 
tion of the patient, based on objective evidence 
rather than relying on “feeling” about the 
patient. 

7. Individual psychotherapy, usually too costly in 
time of the psychiatrist, may be used as sup- 
plemental treatment for special cases; such 
individual treatment may be of shorter dura- 
tion. 

A private, who had been a member of 
this class, on request wrote a short essay 
entitled, ‘““My Impressions of Group Psy- 
chotherapy.”’ Excerpts are as follows: 
These points come from my experience as a neu- 
rotic who has been submitted to psychiatric treat- 
ment in the army and who has since been judged a 
useful soldier. The objective factors causing my 
breakdown were very much the same conditions 
encountered by every soldier in basic training. 
Neurotic symptoms were allowed to come to the sur- 
face during my first period of hospitalization. I 
refused to believe that I was not suffering from 
definite physical symptoms of a serious nature. The 
psychiatrist met with a group of from 8 to 12 pa- 
tients and discussed with them the emotional fac 
tors. I was made to see a definite difference in 
normal and abnormal reaction and the factors in my 
breakdown began to be understood. I am convinced 
that group psychotherapy offers an invaluable op- 
portunity for the present use of the armed services 
as well as for the individual's better adjustment 
after the war. 

Group psychotherapy probably is our great- 

est hope within the hospital and more effort 

should be expended along such lines. 

Further comment in reference to the use 
of shock therapy may be helpful. The larger 
army hospitals have closed psychiatric wards 
where the more disturbed psychotic patients 
may be kept. The frequency in the use of 
wet packs and continuous tubs varies accord- 
ing to the experience of the psychiatric staff. 
Shock treatment is in use in only selected 
hospitals, because it is authorized only when 
the psychiatrist on the staff has had exten- 
sive previous experience in shock therapy. 
The use of shock therapy has helped create 
a constructive attitude on the part of uni- 
formed personnel toward the seriously ill 
psychiatric patients; it has been found to 
influence favorably the course of very acute 
mental conditions in the same manner as 
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in civilian hospitals. A number of patients 
who are considered good prospects for re- 
covery with shock therapy must be trans- 
ferred long distances to veterans hospitals. 
The degree of their disturbed behavior has 
made such transfer perilous at times, and 
afew shock treatments for such patients have 
often given temporary improvement making 
transfer much safer for the patient. 
Psychiatric medical officers are finding 
that army therapeutic measures common to 
good civilian psychiatric hospitals can be util- 
ized in general hospitals to the advantage of 
both the patient and the hospital. The ini- 
tiative in instituting such treatment depends 
on the interest and energy of the individual 
officer ; he can be primarily a good doctor and 
a good medical officer if he desires ; or he can 
be inadequate and act only in a custodial or 
dispositional capacity. The treatment for psy- 
chotic patients in army hospitals is impor- 
tant ; it will accomplish certain definite posi- 
tive results. These may be listed specifically. 


The value of shock and other special treat- 
ment measures for psychotic patients. 


1. To terminate an early acute psychotic “panic 
reaction.” 

2. To prevent untoward effects. (mental or phy- 
sical) from untreated illness. 

3. To facilitate better handling of disturbed pa- 
tients on wards with limited physical facilities 
for such patients. 

4. To reduce intensity of excitement or activity 
of disturbed patients who must be transferred 
in order that such transfer be easier and safer 
for the patient. 

5. To create an atmosphere of treatment for pa- 
tients who usually are considered hopeless by 
those lacking insight into the real nature of 
mental illness. 

6. To establish knowledge in the patient’s mind 
that treatment is helpful to him. This creates 
a favorable treatment situation when treat- 
ment measures must be continued after trans- 
fer to Veterans Facility or other continued 
hospitalization. 

A general hospital is a center of specialized 
treatment. For that reason occupational 
therapists have been authorized as workers 
in general hospitals. With the available oc- 
cupational therapists, occupational therapy 
is carried out to the fullest extent possible. 
This has been of immense value in general 
hospitals as they have many patients under 
treatment for extended periods. Many pa- 
tients from overseas together with others 


who cannot be returned to duty are kept busy 
in a constructive way during their general 
hospital stay. At Hammond General Hos- 
pital a splendid occupational therapy depart- 
ment has been developed both in the variety 
of activities as well as in the number of 
patients served. Patients on all services, as 
well as psychiatric, are benefited. Three 
shops are used; two large shops to which 
ambulatory or open ward patients may go 
and a smaller but well equipped shop located 
in immediate proximity to the closed psy- 
chiatric wards. The various crafts include 
woodworking, sheet metal work, leather 
work, metal art work, instruction in engine 
mechanics, tractor mechanics, instruction on 
the printing press as well as many other oc- 
cupational crafts. A gasoline engine and an 
airplane engine are in the shop. An old tank 
and an old tractor are in the yard next to the 
shop. Schedules for patients are maintained 
and all patients are reached. The value of 
this type of treatment is equally good whether 
a man returns to duty or to a civilian occupa- 
tion. It is proved to be so effective in army 
hospitals that commanding officers are eager 
to make full use of its help. 


The convalescent reconditioning program. 


Convalescent reconditioning applies to all 
specialties but it is of vital importance in 
psychiatry not only because of its specific 
value in functional disabilities but also owing 
to the large number of such disabilities. Psy- 
chiatrists are fully aware of the value of a 
reconditioning program, and probably are 
better informed than most medical officers 
as to how it may specifically function. At 
some military installations a psychiatric med- 
ical officer has been appointed as recondition- 
ing officer. In civilian life every physician 
who successfully treated psychoneuroses 
learned that treatment must be based on 
carefully planned purposive constructive 
scheduled activities. Psychotherapy was nec- 
essary, but in many cases failed to achieve re- 
sults unless the work, play, rest and exercise 
of the patient were organized constructively 
along principles of good mental and physical 
hygiene. 

The convalescent program is planned on 
such principles. It endeavors to build morale 
and to create attitudes designed to improve 
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bodily functions or somatic disorders. It is 
a hand-made procedure that is a “natural” 
for functional disabilities. Probably to ac- 
quire optimum benefits, the psychoneurotic 
convalescents should be in separate groups. 
They also have some needs in treatment, 
such as group psychotherapy, which are 
specifically their own. For them certain ex- 
treme physical activities should be modified, 
or at least the tempo of increase in such ac- 
tivities will have to be a little slower. The 
additional mental reconditioning necessary 
for psychoneurotics might slow up the pro- 
gram for other groups. These special dif- 
ferences are now considered by psychiatric 
medical officers and new ways of meeting 
them are progressing. 

It will not be surprising if we finally come 
to the conclusion that the mass recondition- 
ing program may be the structure on which 
we may graft a certain quantity and quality 
of psychotherapy. Under such circumstances 
it will also be probable that the largest num- 
ber of men will be returned to duty. Whether 
to duty or back to civilian life, the job will 
be worthwhile and each psychiatric medical 
officer is making a special contribution when 
planning or working on the reconditioning 
program. 

The wide extent of treatment activities 
and the emphasis on their importance have 
been described. It is a natural development 
because we already know that many of the 
casualties returning from overseas are in 
the neuropsychiatric category. Preventive 
measures must be used to reduce this per- 
centage and those who are ill must be given 
every aid. What, therefore, will be accom- 
plished by such a treatment program? 


1. That more men may be returned to useful ser- 
vice equipped to do better for themselves as 
well as for the Army. 

2. That more men who break will be helped to re- 
gain their mental health and overcome the 
shattering effect of their war experience. 

3. That wider measures be activated and imple- 
mented in the prevention of breakdowns. 

4. That every man under treatment, having any 
type of neuropsychiatric breakdown be re- 
turned to civilian life with a positive attitude 
and an understanding of his specific difficul- 
ties, with insight into the means by which 
he can receive further aid in securing a suc- 
cessful post-war adjustment. 


To plan help for these potential psychiatric 
cases which may be found among soldiers, 
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there must first be some understanding for 
the reasons for such casualties; but there 
is no one single or simple reason. Just as 
our democracy is made up of people with 
contrasting heredity, background and ambi- 
tions, so are our ideologies mixed and made 
up of conflicting categories. However, it 
is not as complex as it sounds because simple 
observation points out certain problems and 
conflicts encountered by GI Joe which are 
obvious and common in his experience as he 
comes into the Army. He has been taught 
that this is the greatest nation in the world: 
that he is free, independent, and has the 
right to say and do anything he pleases. He 
has grown up in a period when self-expres- 
sion and individual self-determination have 
been encouraged. This same period, in which 
paternalism has flourished, has freed him of 
any great degree of responsibility and with 
little effort he makes a comfortable, near 
luxurious living. The pleasures of living are 
many and easily secured. His social and 
religious life have emphasized good fellow- 
ship, passivism and absolute security. His 
political life tends to say, “Let George do 
it.” At home he has affection, the choice of 
what he wants to eat, a $39.50 inner-spring 
mattress, some kind of a gadget to make the 
furnace go, and the bathroom has been moved 
inside the house. He gets to work by a five- 
cent ride or in a car on time payments. He 
has more entertainment than he knows what 
to do with by movie, radio, baseball, games, 
and vacation with pay. The girls are pretty 
and the friends are plentiful. He can take 
them or leave them just about as he chooses. 
The country is wealthy and everybody wants 
peace, and the government will pay him if 
he is out of a job or when he passes 65 years 
of age. All he has to do to get this whole 
business is to work about 40 hours a week, 
and he can say what he pleases and when he 
pleases. What more could he ask—this 1s 
American security. Then comes war. There 
is no peace. Everywhere there is hate and 
insecurity. The future of his whole order is 
threatened and his self-centered individual- 
ism is becoming regimented. He must leave 
a good job, a comfortable family life, a swell 
girl, and a variety of friends. He comes to 
a new strange life in which he sleeps with 
40 others on 3-inch mattresses ; he goes out- 
doors to the latrine; he does not choose his 
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own food; he is told when he will get up, 
eat, work, go to bed; how he will talk, walk, 
and behave ; where he will go, when and for 
how long; and is taught new things with new 
gadgets. His life is soon in danger. He must 
hate and feel the desire to kill. He has little 
or no feminine companionship. He is no 
longer an individual person such as he was 
before but is held strictly accountable to the 
standard of his group. He may be assigned 
to a job he doesn't like and things get monot- 
onous. He worries about bad news from 
home about which he can do little ; it’s worse 
when he gets no mail at all; he is isolated 
and worries about the fidelity or the interest 
of those at home; if he gets sick he is kept 
in a hospital for a long time. In combat his 
existence is threatened. He has a Franken- 
steinish fear of being afraid and a real fear 
of death, and unprepared for new experi- 
ences which overwhelm him momentarily. 
In exposed positions he becomes exhausted, 
may get no food or sleep and is subjected 
to continued battle noises, explosions and the 
sight and smell of death. 

To some or all of this the average soldier 
must make a successful adjustment. Since 
he has had so much as a civilian he must give 
up more. And as a free and independent 
American he feels the necessary curb of 
regimentation. Things are done to him over 
which he has no influence. In rare instances 
there may be even inadequate training or poor 
leadership. It is a known fact that the high- 
est rate of psychiatric breakdown comes in 
those companies or battalions where there is 
poor leadership which is reflected in poor 
morale. 

Theoretical discussion or factual descrip- 
tion of these factors could be more extensive 
but enough has been outlined to show why 


there are many points of origin for mental 
conflict and maladjustment in the average 
soldier. The number and extent of these 
points indicate how individual each case might 
be, and why psychiatric treatment measures 
must be widely applied throughout all mili- 
tary installations. 

The Army needs good soldiers. Men who 
are insecure and nervous or maladjusted are 
not good soldiers. Treatment is necessary to 
help the potentially ill to adjust to army life 
and this treatment is as much preventive as 
corrective. Those who completely break 
down with mental illness are not many but 
the number of casualties with functional dis- 
abilities are numerous. Not only for the 
effect on army morale and man power but 
also on account of the mental hygiene of our 
communities must we activate the use of 
preventive and curative psychiatric measures 
in every military situation. Psychiatric treat- 
ment activities in the Army contain much 
significance in terms of the number of men 
returned to useful duty. But the success of 
treatment will not be measured in that way 
alone but will be felt in every community for 
many years. Psychiatric orientation, replace- 
ment training center psychiatry, and the 
work of the division psychiatrists will pre- 
vent the breakdown of many. The treatment 
work at station and general hospital particu- 
larly by the effective use of psychotherapy 
will not only benefit those who do break but 
will insure their return to home surroundings 
and work with every possible advantage. The 
army psychiatrist is thinking now in long 
term values—the seeds of treatment sown 
now will be harvested not only by the Army 
but also by every physician and family in the 
land. 
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PREVENTIVE PSYCHIATRY WITH COMBAT TROOPS’ 
CAPT. HERBERT X. SPIEGEL 
Medical Corps, Army of the United States 


It is now well known that the army units 
which participated in the North African in- 
vasion and the Tunisian campaign learned, 
by experience, many valuable lessons about 
modern warfare. The performance of the 
Medical Corps was such that it elicits pride 
in any member who contributed to its work 
and accomplishments. However, certain 
phenomena occurred that attracted the in- 
terest of many officers, especially psychia- 
trically oriented medical officers. It is this 
aspect of the campaign about which | am 
making this second report. It is based upon 
my own observations and impressions while 
serving as an Infantry Battalion Medical 
Officer during this campaign, as well as an 
informal follow-up acquaintance with many 
of these men through each echelon of medical 
evacuation to the United States after the 
campaign. Since these are personal impres- 
sions, they obviously are subject to the cau- 
tious acceptance and criticism that such in- 
dividual reports warrant. Acknowledging 
these limitations, this is offered to invite the 
attention of psychiatrists to some of the 
more urgent problems of the foot soldier as 
I saw them during combat, and to show how 
practical, preventive psychiatric measures 
can be utilized to help minimize psychiatric 
casualties in a combat zone, and to indicate 
further how such measures can simulta- 
neously increase the fighting efficiency of the 
soldiers. 

In a previous report,’ material was pre- 
sented to indicate how morale, leadership, 
discipline, classification and assignment, and 
psychiatric casualty incidence were different 
aspects of the same problem. Each seemed 
to have direct influence upon the others. Men 
properly assigned, with capable leaders and 
good unit loyalty were well disciplined, had 
good morale and consequently few psychia- 


1 Read at the Centenary Meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., 
May 15-18, 10944. 

2 Spiegel, Herbert X., Psychiatric observations 
in the Tunisian campaign, Am. J. Orthopsychiatry. 
14: 381-385, July 10944. 
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tric casualties. Too great a deviation of any 
one of these factors from an ideal balance 
made the soldiers in that unit more vulner- 
able to psychiatric breakdowns. 

On the battle field, the basic motivating 
force for the soldiers seemed to be ego 
preservation. The battle situation became 
acutely personal, and the war became con- 
siderably less abstract. Men were attacking 
because they were ordered to attack, and their 
chief concern seemed to be their reputation 
with themselves, their fellow soldiers and 
their officers. It was interesting to observe 
that most of those cited for gallantry or 
heroism admitted that they performed as they 
did because it was expected of them; they 
had an audience. It is unlikely that many of 
these men would have risked their lives to 
perform such hazardous duties if they had 
not been observed by others, provided, of 
course, that the performance of that duty 
was not required for their own personal 
safety. They expressed little hate for the 
enemy and they had little desire to kill. 
Rather, their aggressive action was motivated 
by a positive force—love more than hate— 
manifested by (1) a regard for their com- 
rades who shared the same dangers, (2) a 
respect for their platoon leader or company 
commander who led them wisely, and backed 
them with everything at his command, (3) 
a concern for their reputation with their lead- 
ers, and (4) an urge to contribute to the task 
and success of their group and unit. They 
were fighting for themselves and for their 
unit, and in that way for their country and 
their cause. 

Now let us consider this in relation to the 
psychiatric casualties. Most of the psychiatric 
casualties in the area in which I served were 
acute anxiety states. Psychotic reactions 
were rare and conversion hysterias were few. 
Fear and tension were present in practically 
every man in the front lines, and this led 
to considerable difficulty in evaluating psy- 
chiatric casualties. Where the physiological 
signs of fear blended into signs and symp- 
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toms of a clinical syndrome was often difficult 
to decide. Fatigue as the result of physical 
exertion, lack of restful sleep, and an almost 
constant state of tension was often an impor- 
tant component of the acute anxiety states. 


Another component, more interesting, yet not 
quite so clear, was something which for discussion 
purposes might be referred to as the X-factor. It 
wes something which corresponds to whatever 
courage is; it was something, which when present, 
indicated good morale. Whether this factor was 
conscious or unconscious is debatable, but this is 
not so important. The important thing is that it 
was influenced greatly by devotion to their group 
or unit, by regard for their leader and by con- 
viction for their cause. It seemed to explain why 
a tired, uninspired, disgusted soldier had the clinical 
appearance of an anxiety state. It seemed to ex- 
plain why some units could out-do others; it seemed 
to aid in controlling the ever-present fear; and it 
seemed to aid in resisting fatigue. In the most 
stable fighting men, this factor was not so promi- 
nent because of their innate ability to carry on no 
matter what happened. But in the average soldier, 
which most of them were, this factor attracted 
serious attention. Here was a critical, vulnerable, 
and to be precise, influenceable component that 
often decided whether or not a man would be over- 
whelmed by his fear, anxiety or fatigue. Here was 
a factor that often decided whether or not the man 
became a psychiatric casualty. It was here that 
news reports reflecting apparent lack of real ap- 
preciation of what they were doing were taken as 
vicious insults that inflicted their most damaging 
wounds ; but it was here, too, that inspiring leader- 
ship played its great role. Such news brought new 
demands of our leaders. It emphasized their stra- 
tegic position within the group. On the battle field, 
leaders, especially the junior officers and the non- 
commissioned officers who had direct personal con- 
tact with their men and lived with them, had a 
great influence upon them, primarily because of 
intensified comradeship within the unit. Good 
leadership meant good morale and this, in turn, 
meant a low psychiatric casualty rate and good 
performance. It indicated that this X-factor was 
so strong that it enabled men to control their fear 
and combat their fatigue to a degree that they them- 
selves did not believe possible. 

Good morale seemed to be a labile emotional tone, 
which at its maximum, enabled the soldier to per- 
form to the very best of his ability, despite the 
inevitable hardships and threats to his life. That it 
was labile, the officers soon learned. The mainte- 
nance of good morale required constant attention to, 
and concern over, the factors responsible for it. 
In combat, the company commander or platoon 
leader could not, of course, do much about the 
abstract levels of morale but he was in a very 
good position to manipulate morale at the more 
concrete levels. For instance, he saw to it that 
his men got the best possible food under the cir- 
cumstances; he sent blankets up to them at night- 
time if it were at all possible; he made every 


effort to keep them well supplied with water and 
ammunition; he saw to it that promotions were 
fair; he made certain that good work and gallantry 
were properly recognized; he got mail, news and 
information to them when possible; he made sure 
that violations of rules were treated quickly and 
fairly; but above everything, by such actions, he 
made his men feel that they were not alone, that 
he was backing them up with everything humanly 
possible. That, plus technical ability constituted 
a good leader.? 


Observations such as these seem to point 
to the core of our psychiatric problem, that 
is, anxiety ; and at the same time they suggest 
a method of meeting this problem. The theme 
of military preventive psychiatry may well 
be: combating anxiety. This may be done 
in a three-fold manner, (1) by detecting 
the important factors, ranging from ab- 
stract to concrete levels, which give rise to 
anxiety, (2) by detecting the available forces 
which can effectively thwart or minimize 
these anxiety-producing factors, and (3) by 
helping the command to devise practical mea- 
sures to accomplish this in the shortest pos- 
sible time. Here is where psychiatric common 
sense can be of utmost value. 

Let us consider an illustration of a practical 
application of this common sense. It was 
observed that many of the men did not seem 
to express much hate for the enemy and this, 
of course, was associated with the incidence 
of anxiety and psychiatric casualties. It was 
natural, then, for some of our officers to 
state that we must inculcate hatred for the 
enemy in our men in order to beat the enemy. 
While on the battle field it was difficult to 
gather men together for pep talks because 
dispersion was so essential, and during the 
lull between battles, tired soldiers did not 
seem to care for speeches about how wicked 
the enemy was, or why Fascism is an evil 
force. Combat soldiering became too per- 
sonal, realistic and concrete to attract an 
audience with remarks resembling ethical or 
political platitudes. These men were more 
interested in such things as: When will we 
be relieved? When are other units coming up 
to help out? How did we do compared with 
the other battalions? Did the other outfits 
fight as hard as we did? And were their cas- 
ualties as heavy as ours? In essence it was 
“me and my gang, how are we doing ?—And 
how about the others?” Sensing this, the 
battalion commander gathered his men to- 
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gether while preparing for a new offensive, 
and, in their own language, said, in effect— 
“T know as well as you do that the going has 
been tough. Perhaps I sweat it out more than 
you do because I have more to worry about. 
But you have done a fine job and I am proud 
of every single man in my outfit. I assure 
you that everything possible will be done to 
give you the best available support and I 
will not order you to attack unless | am 
confident that you have a real chance to suc- 
ceed. The harder we fight now, the sooner 
we can finish this mess and get back to living 
the way we wish.” This, I believe, demon- 
strates the wisdom of detecting and utilizing 
the available forces which can effectively 
thwart anxiety-producing factors. Had this 
battalion commander, on that occasion, talked 
about the advantages of democracy over 
Fascism, or about the evil things that Hitler 
has been doing during the past ten years, 
it would have undoubtedly struck a sour or 
unresponsive note with the men. Instead, he 
wisely seized upon one of the strong motivat- 
ing forces in his men, namely, a respect for 
him as a leader, a desire to maintain a reputa- 
tion with the other men, and an urge to 
participate in the accomplishments of the 
group. And his method was a frank, direct 
talk. It is interesting to note that this very 
capable, confident commander, who knew no 
formal psychiatry, had the intuitive common 
sense to do the appropriate thing at the right 
time. There is much that field psychiatrists 
are able to learn by observing these real lead- 
ers in action ; and by transferring this knowl- 
edge to others less fortunate in their endow- 
ment as leaders, they are performing a 
valuable service. The method used by this 
battalion commander in this instance, sug- 
gests that in our concern over the lack of 
great hatred among our soldiers for the 
enemy, we might more wisely take measures 
to foster greater unit-loyalty (a tendency 
already present) instead of attempting to 
foster greater hatred for the enemy (a ten- 
dency not so marked). In other words, if 
our soldiers are motivated more by love than 
by hate, then why not make every effort to 
maximize what already exists? 

Now let us consider an example of how 
the psychiatrists can offer the command use- 
ful advice. It was observed that a soldier’s 
identification with a group—be it platoon, 
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company, battalion or division—was an im- 
portant stabilizing influence during combat. 
Also, it was observed that an important 
anxiety-producing factor was a lack of this 
identification. Individual soldiers and officers 
coming up as replacements were often so 
lonely and felt so much like utter strangers 
that at times they were actually frightened by 
the strange newness of their associations. 
For many, this was their first experience 
under fire. And it was in this setting that 
they went into battle. Going into battle as 
part of a group with many friends is difficult 
enough, but going into the same battle as a 
stranger with no friends, must be utterly 
miserable. Similarly the plight of the new 
platoon leader given command of a group of 
battle-wise veterans at times became serious. 
It was not surprising then that some of them 
did unwise or foolhardy acts to convince 
themselves and the men that they were not 
afraid. And it was not surprising either that 
physical casualties among them were very 
high. These observations combined suggest 
the advisability of replacing casualties by 
groups instead of individuals, if at all pos- 
sible; replace companies, battalions, regi- 
ments or divisions. But the doing is not as 
simple as the mere saying of it. So many 
other considerations must be accounted for 
to effect such replacements. That is why it 
is, of necessity, a decision for the command 
to make, but the psychiatrist can suggest this 
as a factor to be considered. 

Now a third illustration. Recently there 
has been much comment to the effect that 
many of our soldiers do not appreciate fully 
why we are fighting. It is no doubt true that 
many of them had little knowledge of socio- 
political complexities of the various countries 
and their boundaries, and they were perhaps 
not able to verbalize adequately the meaning 
of the Four Freedoms. But in spite of this, 
the men I served had a fundamental con- 
fidence that our way of living was the right 
way and were convinced that no enemy could 
change it. They were confident of victory, 
but they were concerned about the sacrifice 
necessary to win. Here again was a fertile 
source of anxiety. Who is supposed to sacri- 
fice? Few of us or all of us? If few of us, 
why should it be me? Should not all of us 
contribute? That is why the soldiers living 
for months in mud and sweat and misery 
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are viciously insulted when they hear that 
some of us try to make unwarranted profits, 
or to loaf or to indicate by absurd notions of 
patriotism that we do not appreciate the sac- 
rifice and work of our fighters. These 
thoughts haunt the minds of many men dur- 
ing the hours of waiting and monotony of 
combat duty. Such things stir up anxiety. 
If these same things did not occur, then 
there would be less anxiety. Thus, although 
these men may not be able to verbalize elo- 
quently why we are fighting, they know very 
well how we can fight better, and from them 
we can learn much about war, and much 
about how we can all contribute and sacrifice. 
If we, as doctors, can accurately and convinc- 
ingly report these needs of the combat troops, 
then perhaps our rear echelon and our civilian 
support can become more wisely oriented 
and more productively engaged in an all-out 
war effort. Such reports might even influence 
many legislators and editors by showing them 
the practical necessity of unselfish interest 
and unity of action during war. Such reports 
might impress many with the urgency of the 
time factor; how dissension and bickering 
at home now reflects itself in the drive and 
efficiency of our fighting teams. 

But on the battle field, there were available 
forces complementing good leadership which 
effectively minimized anxiety. They were: 
(1) proper classification and assignment, (2) 
adequate discipline, and (3) good doctors. 

1. It is difficult to overestimate the value 
of proper classification and assignment of 
soldiers. When a soldier felt properly placed 
in his unit he tolerated more stresses and 
strains in order to maintain that assignment. 
For instance, two jeep drivers in our detach- 
ment refused a promotion and a less hazard- 
ous assignment simply because it meant 
giving up driving their vehicles, a job that 
they preferred to anything else. It was ob- 
vious that many men were disgruntled and 
performed their duties poorly because they 
were unwisely assigned. In the Infantry it 
is very difficult to expect a high degree of 
job satisfaction when the bulk of the men 
are obtained from civilian occupations. How- 
ever, in many instances it was possible to 
increase the degree of job satisfaction by 
shifting around within the unit and estab- 
lishing a close liaison between the personnel 


officers, company commanders and the doc- 
tors. The problem of classification and as- 
signment may be more aptly described as 
re-classification and re-assignment. 

2. In some of our units it was observed 
that although every effort was made to lead 
men wisely and inspire them to use their 
own initiative as much as possible during 
combat, there were still some men who re- 
garded this effort of tolerant leadership as a 
form of coaxing or seduction, and as a result 
tended to violate established and known regu- 
lations. For that reason, it appears essential 
that along with this maximum effort to in- 
spire men, there must at the same time be a 
thorough understanding with the men that 
a firm military discipline must be maintained 
at all times. The majority of soldiers con- 
form to regulations and do so even though 
it irritates or inconveniences them to various 
degrees. However, they resent even more 
the fellow soldier who defies regulations 
without receiving appropriate and judicious 
punishment. To see regulations violated 
without punishment tempts men to do this 
themselves and thus contributes to the tur- 
moil of potential anxiety. 

3. The role of the doctor in this attempt 
to combat anxiety is important and unique 
in that he treats casualties, and at the same 
time functions in an advisory capacity to the 
unit commander. In this way, our field 
medical officers can contribute to a program 
of psychiatric prophylaxis, and it is ex- 
tremely important for field medical officers, 
especially the battalion surgeons, to have a 
psychiatric orientation. In addition, the med- 
ical officer should identify himself as an 
integral part of his combat unit. The more 
familiar he is with the technical and practical 
details of his unit, the more effective will 
be his knowledge of the men. The doctor 
should feel convinced that military medicine 
during combat is quite different from civilian 
medicine during peacetime. The traditional 
sympathy expected from the doctor must be 
present, of course, but in a much broader 
manner, in that the total situation must be 
kept in mind when treating one particular 
individual. It is necessary to channelize 
sympathy for the men who are struggling 
with themselves to remain at their posts to 
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continue the fight as ordered. With this re- 
gard and respect for our fighting men medical 
care at times has the superficial appearance 
of being blunt and unsympathetic. 

The therapeutic value of authority and 
command has its place during combat. Forms 
of therapy based upon the development of 
insight have little value there. It was ob- 
served many times that psychiatric casualties 
did not occur simply because they were not 
permitted to occur. During one of the more 
difficult engagements in Tunisia, when our 
battalion was subjected to a series of enemy 
bombings and _ strafings for several hours 
while launching an attack, our casualties were 
very heavy. One of the medical aid men, 
after several harrowing experiences, became 
confused, disoriented and cried tearfully at 
the top of his voice, begging to be evacuated. 
Because of the heavy casualties and the 
battle situation, the need for every single 
medical soldier was very urgent. Therefore, 
his medical officer was forced to use every 
means possible to minimize the number 
evacuated. Because of these circumstances, 
he grabbed this confused, tearful soldier and 
in a somewhat forceful manner, pointed out 
to him how he was letting down and failing 
the soldiers who were continuing the fight, 
and was sternly ordered to dig himself a 
fox-hole and to stay there until ordered 
otherwise. That he did, and at dawn the next 
day he came to this same medical officer and 
in a slow, apologetic, guilty manner, even 
though mildly tremulous, sought forgiveness 
for his behavior the evening before, and 
asked if the whole incident could be for- 
gotten, if he continued to do his assigned 
duties. He was, of course, assured that such 
behavior was understandable, but could be 
controlled, and was promptly assigned to 
work. He carried on efficiently as a litter- 
bearer and jeep driver for the following two 
months, during two battles, until he was 
finally wounded in the hand during an enemy 
bombing raid. Using almost any clinical 
standards, this soldier was certainly a psy- 
chiatric casualty at the time, but because of 
forceful, immediate psychotherapy he was 
able to conquer his acute anxiety and con- 
tinue at his assigned duties throughout sev- 
eral subsequent combat engagements. The 
dependency of the individual upon group 


identification, ego preservation and the criti- 
cal role of leadership with these men formed 
a fertile situation for strong authoritative 
suggestive therapy. 

To detect the many impinging forces which 
tend to stir anxiety in soldiers, it is neces- 
sary for the psychiatrist to get into the field 
himself, to become intimately associated with 
the stresses and strains of the soldiers’ minds; 
and to thwart these forces the psychiatrist 
must have a close liaison with the officers in 
command. Unless the psychiatrist can con- 
vince his commanding officer that he under- 
stands the problems in a practical way, and 
unless he can make himself understood in 
the language and feelings of the line officers, 
then he is of little value; but if he can, by 
his knowledge, his attitude, and his conduct, 
“sell himself” to the line officers, then his 
value is great. 

There are those who argue that a doctor is 
stepping out of his sphere when he concerns 
himself with whether or not mail gets to 
the men, whether or not men are confident 
in their leaders, whether or not discipline is 
appropriate, whether or not the folks at home 
appreciate what the fighters are doing, or 
whether or not the workers at home are 
working, or the merchants are profiteering. 
But psychiatric casualties are real—and these 
are the factors that contribute to anxiety 
which increase the soldiers’ vulnerability to 
mental distortions. Concern about this is 
no different from the concern of the army 
doctor who thoroughly delouses hordes of 
filthy civilians to avoid a typhus epidemic 
among the on-coming troops. It is detecting 
and eliminating causes of disease, instead of 
waiting for disease to occur, then attempting 
to treat it. 

Also, there are those who argue that this 
is a command function and of no concern to 
the doctor. Of course, it is a command 
function—almost everything in the combat 
zone is a command function, but here the 
doctor is an adviser to his commander, who is 
burdened with the innumerable details of 
the logistics of war. The commander is 
supported by specialists for this very reason. 
By applying psychiatric common sense in 
this practical dynamic way, even though in 
an indirect manner, the psychiatrist becomes 
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a valuable aide to the combat commander, 
in his attempt to maintain aggressive con- 
trol of his combat unit. 

Every individual in the rear echelon—both 
military and civilian—can contribute in a 
real way toward minimizing the forces pro- 
ducing anxiety in the fighting soldiers, by 
evaluating all his attitudes and actions in 


terms of their effect upon the soldier who 
is actually doing the fighting. If by our 
actions we express sincere appreciation and 
full support, we considerably reduce the 
number of anxiety-producing forces that im- 
pinge upon his mind and thus aid him in 
mustering and converging all his ability to 
attack and fight until the battle is won. 
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PSYCHIATRIC CASUALTIES IN A GENERAL HOSPITAL OVERSEAS 
A SurvVEY OF RECENT CASES 


HENRY M. FOX, Major, M.C., ann NATHAN SCHNAPER, Starr SERGEANT 


NATURE OF THE PROBLEM 


The neuropsychiatric division of a general 
hospital overseas deals with problems which 
differ from those of either an advance station 
hospital or of a large general hospital within 
the borders of the United States. Most pa- 
tients do not come directly to a general 
hospital, and battle casualties have almost al- 
ways been treated at field and station hos- 
pitals where those men who are capable of 
comparatively rapid recovery are treated and 
returned to duty. The general hospital in a 
sense constitutes the court of last appeal and 
it is here that the decision must be made as 
to whether a soldier is well enough to return 
at once to full duty, whether an additional 
period of special treatment is justified, 
whether reclassification should be recom- 
mended, or whether he should be evacuated 
to the United States. The general hospital 
overseas, moreover, is in an unusually strate- 
gic position to determine the degree to which 
the soldier’s disability is actually a result of 
army service—in army terminology, the line 
of duty status. This is particularly true of the 
psychiatric cases where the balance between 
long-standing personality traits and the reac- 
tion to service conditions is a delicate one re- 
quiring a good deal of judgment. There are, 
of course, certain general rules concerning 
length of service prior to appearance of the 
disabling symptoms. Particularly among 
the psychoneurotic reactions, however, the 
decisions cannot be made fairly without 
thoughtful consideration of the soldier’s biog- 
raphy previous to army induction as well as 
a critical evaluation of the stresses and strains 
of his army experience. The psychiatrist 
working in a general hospital overseas is 
in a particularly favourable position in this 
regard because he is near enough to the zone 
of operations to have some acquaintance with 
the conditions to which the soldiers have been 
exposed and the patients themselves are 
more apt to give a full account of their back- 
ground and experiences than they would be 
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after the vital decisions concerning their 
return to duty or evacuation to the United 
States have been made. 

In an overseas area it is highly desirable 
to make these decisions promptly, and the 
treatment program for each individual must 
be planned in accordance with the eventual 
disposition of the case. If a man is to return 
to duty it is a great advantage to orient him in 
that direction as soon as possible. If, on the 
other hand, evacuation to the United States 
will be necessary, the patient should be re- 
lieved of the strain of attempting to adjust 
himself to conditions with which he is unable 
to cope. 

There are certainly many variables in the 
situation, and in psychiatry we are working 
primarily with personal attitudes which may 
be plastic and amenable to therapeutic in- 
fluence or which may turn out to be relatively 
fixed. There is, of course, no substitute for 
experience and sensitivity of judgment on the 
part of the psychiatrist in this regard. In 
order to be in the best position to judge the 
patient’s real capacities and to make an ob- 
jective decision regarding him which will 
conform to current army policy, the psychia- 
trist necessarily relies on the available facts 
concerning the patient’s personal background, 
the apparent pattern of his emotional re- 
sponse as shown in the past as well as in the 
present situation, the severity of the ex- 
periences with which he has had to contend, 
and the quality of the patient’s more or less 
pathological reaction which led to his hos- 
pitalization. 

A group of recent cases has been reviewed 
in an attempt to establish the relative fre- 
quency and importance of the various factors 
which we have considered in making our 
crucial decisions. As an aid to our perspec- 
tive we have also attempted to compare this 
group of patients with a series of well soldiers 
with similar army experience who were all 
on active duty at the time they were inter- 
viewed. This study was initiated after 18 
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months of experience with psychiatric cases 
overseas. 


METHOD oF STUDY 


To begin with, case histories were re-read 
and an index of frequently recurring factors 
was compiled. An attempt was made to re- 
strict the list to outstanding factors of positive 
importance, and encyclopedic completeness 
was purposely avoided. Cases were selected 
for review on the basis of recency and com- 
pleteness of records. The data concerning 
each individual's background, personality 
make-up and army experience were then clas- 
sified in terms of the index. A simplified 
list of reaction types was adopted and in 
cases where several reactions were present 
in combination, all of them were recorded 
rather than attempting to force the case into 
any individual pigeon hole. 

The index key follows: 


BACKGROUND: 


High school.... High school graduate or better. 

Less than grammar school edu- 
cation. 

Mental age..... Mental age 10 or under. 

Parents) Parental overprotection (over 
attachment). Emancipation 
difficulty. 

Insecure family background 


(“broken home,” poverty, 
quarrelling parents). 


PSYCHOSIS Family history of psychosis. 
Neurosis ....... Family history of neurosis or 
alcoholism. 

Nervous ....... Neurotic manifestations as ci- 
vilian. 

Complaint ..... Previous history of hypochon- 
driasis. 

Childhood neurotic traits per- 


sisting later than age of 10, 
or numerous traits previous 


to 10. 

lee Symptoms displayed at begin- 
ning of rigid training. 

To sick call frequently, prior to 
combat or tropical duty. 

ees Army hospitalization for neu- 
rosis in United States. 

OMENS... Overseas less than 3 months to 
time of hospitalization. 

Imminent ...... Onset of nervous symptoms in 
setting of imminent combat 
duty. 

Poor civilian work record. 

Alcohol ........ Alcoholism. 

Court martials (or civilian mis- 
demeanor). 

Behavior ...... Behavior problems in adoles- 
cence. 


3. pene” Still a private after 2 years or 
more (possible source of re- 
sentment or indication of in- 


adequacy). 

Incompatible ... Divorced, separated, quarrels 
with wife. 

Bereavement ... Recent illness or death in family. 

Financial ....... Worried about debts or depen- 
dents. 

Disability ...... Minor or transient physical 


disability (often providing the 
focus for later neurotic com- 


plaining). 

Married within 6 months of in- 
duction (or thereafter). 

Over 30 years of age. 

Colored. 

PERSONALITY : 

Sociable. 

Worried Over-conscientious (over-bur- 
dened, self distrustful). 

Seclusive ...... Seclusive—lonely. 

Sensitive ...... Sensitive—suspicious. 

Timid—shy—reticent. 

Restless—impulsive. 

Immature ...... Dependent—immature. 

Unstable ....... Emotional and often associated 
vasomotor instability, excita- 
ble. 

ARMY EXPERIENCE: 

Overseas ...... Overseas more than 12 months. 
Tropical duty for longer than 
one month. 

Air raids. 

Bombed ....... Bombed. 

Strafed. 

Combat. 

Comrades ...... Comrades killed or wounded. 

Wounded ...... Wounded. 

Typhus. 

Long hospitalization overseas 
(more than 3 months). 

Wet Weight loss over 15 lbs. 

More than 3 years active duty 
including past and present en- 
listments. 

Rank over T/5. 

Officer. 

REACTION : 

Psychosis ...... Chronic psychotic development. 

Episode ....... Brief psychotic episode (marked 
improvement within 6 weeks 
of onset). 

Panic episode (without delu- 
sional projection). 

Anxiety ....... Full fledged anxiety or depres- 


sive states (recognized by pa- 
tient as “nervousness,” “shaki- 
ness,” etc.). 

Hypochondriasis with more or 
less overt anxiety (tinged 
with sense of personal inade- 
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quacy—complaint usually in- 
volves more than one system). 

Inflexible hypochondriacal com- 
plaining (well localized and 
often aggressive). 


Complaint 


Resentment .. Resentment and dissatisfaction. 

Hysterical dissociation (attitude 
of non-responsibility for 
symptoms). 

Obsessive ...... Obsessive ruminative tension 
state. 

Homosexual ... Homosexuality. 

Alcoholism ..../ Alcoholism. 

Unreliable ..... More or less deliberate falsifi- 
cation. 

Epilepsy ....... Grand and petit mal manifesta- 
tions. 

Brain damage. 


DiIscuSSION OF INDEX ITEMS 


Background.—lIt will be noted that almost 
all of the items in this group indicate handi- 
caps of one sort or another. The only excep- 
tion is the heading for “High school gradu- 
ate or better,” but even a superior education 
can become a source of dissatisfaction and 
maladjustment when the individual feels that 
he is doing work which makes no use of his 
special training. The background factors in 
general were elicited in each case as an ampli- 
fication of the complaint which brought the 
patient to the hospital and which constituted 
the reason for his being a casualty. 

In order for treatment to have any chance 
of success it is of course necessary for the 
physician to have a realistic understanding 
of the limitations within which he must work. 
Patients, moreover, usually appreciate an at- 
titude of this sort and are more willing to con- 
sider rehabilitation when they feel the doctor 
understands what they are really up against. 
When the patient’s complaint is understood 
as an expression of personal inadequacy, 
furthermore, the treatment relationship is 
removed from a hopeless quarrel over the 
existence or non-existence of organic lesions. 

Since low intelligence and poor education 
only became disabling in association with dis- 
turbing emotional factors, the finer grada- 
tions of schooling and intelligence were for 
the most part disregarded. 

Childhood neurotic patterns of emotional 
response were easily elicited in a large pro- 
portion of the patients, and in order to ob- 
tain some sort of dynamic understanding it 
was necessary to inquire into parental atti- 
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tudes and particularly the quality of the emo. 
tional relationship between the patient anda 
neurotic parent. This was of particular in- 
terest for the psychiatrist who even in his 
necessarily brief contacts with the patient, 
found himself assuming the role of a sub- 
stitute parent. This relationship was con- 
veyed as much by tone as by what was actv- 
ally said and the physician’s position as an 
officer responsible for the discipline and gen- 
eral conduct of the ward tended to reinforce 
this situation. At times, as might be expected, 
this resulted in the focus by the patient of his 
resentment toward the army and _ toward 
authority in general upon the person of the 
psychiatrist who was thus provided with a 
good opportunity for allowing the patient “to 
blow his top.” Current personal relationships 
between the soldier and members of his or- 
ganization were often central topics of con- 
cern, and personal relationships between the 
individual and those he had left at home 
were often an element in the situation. These 
factors, however, usually became of clinical 
importance only to the extent that they acti- 
vated the patient’s more fundamental neu- 
rotic pattern. 

Personality—During the review of our 
case records it was found that certain charac- 
terizations of personality recurred very fre- 
quently. These words were used not only as 
adjectives to describe the immediate personal 
impression made by the patient, but denoted 
long-standing patterns of response. Here 
again in almost all cases, a tendency to a cer- 
tain warping of the personality was referred 
to. The term “sociable,” however, was em- 
ployed to bring out the contrast in certain pa- 
tients between present pathological attitudes 
and what was apparently a fundamental 
capacity for good social relationships. 

Army Experience—In evaluating the 
strains of service it was usually necessary 
to rely on the patient’s account. In an at- 
tempt to differentiate the severity of the ex- 
perience, air raids, bombing and strafing were 
considered separately. Non-commissioned 
officers and commissioned officers were noted 
as such in order to study any problems or 
reactions which might be peculiar to men in 
these positions. 

Reaction Types.—Out of the total group 
surveyed, about two-thirds had psychoneu- 
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rotic reactions of one type or another, and 
one-third were psychotic. The psychoses 
were divided into psychotic episodes and 
chronic psychotic developments, in the ratio 
4:6. Many of the brief psychotic episodes 
were panic reactions with delusional pro- 
jection, and most of them had a schizophrenic 
coloring. A number had their onset in a set- 
ting of alcoholism. Removal from the combat 
zone or withdrawal of alcohol combined 
with the provision of a secure environment 
usually brought about recovery within a few 
weeks. The atmosphere of the closed ward, 
where a group spirit was cultivated, seemed 
to help these men and hydrotherapy in the 
form of continuous tubs seemed to give added 


reassurance and the opportunity for relaxa- 


tion. All but one of the psychotic patients 
were evacuated to the United States. 

The psychoneurotic patients presented 
three or four leading types of reaction— 
usually in combination. Those patients who 
complained aggressively of some localized 
physical ailment (for instance, backache) for 
which no organic basis could be demon- 
strated contrasted in general with those whose 
physical complaints were tinged with a sense 
of personal inadequacy. In these, the com- 
plaint usually involved more than one system 
(for instance, nausea in combination with 
headache and palpitation). Full fledged anx- 
iety or depressive states were encountered 
somewhat less frequently and were in general 
found in patients reacting strongly to a diffi- 
cult current situation. 

Presenting Complaints—During the re- 
view of each patient’s record the most promi- 
nent complaints were noted. As far as pos- 
sible the patient’s own words were retained 
in order to arrive at some understanding of 
what the particular pattern of complaining 
meant to each individual. 

Among the psychotic group, as might be 
expected, the complaint usually originated 
from other members of the organization and 
the patient himself was apt to offer little ex- 
planation for his hospitalization. His lan- 
guage however often rendered the personal 
issues dramatically evident. 

Among the psychoneurotic patients somatic 
complaining usually represented a kind of 
biological language by means of which the 
patient expressed to the doctor certain per- 
sonal feelings and attitudes. Only a few of 


the psychoneurotic patients had only one 
complaint. Most of these patients com- 
plained of at least 3 or 4 different issues. 
These were usually easily elicited merely by 
asking for additional statements instead of 
being satisfied with the first complaint which 
the patient made as a kind of ticket of ad- 
mission entitling him to medical care. Many 
observers have pointed out that fashions in 
complaining have changed considerably since 
the last war and that cardio-vascular com- 
plaints, for instance, are less prominent than 
they were. Whether this represents an al- 
teration in the doctor’s interest or whether 
present day patients are actually expressing 
different emotions and attitudes remains to be 
demonstrated. 

As a preliminary contribution to this dis- 
cussion all the presenting complaints of the 
entire group of psychoneurotic patients were 
tabulated as follows: 


GasTrRO-INTESTINAL: 
Upper abdominal discomfort 
Nausea—vomiting 
Lower abdominal discomfort 
Diarrhea 
Constipation 
Indigestion 


Bones AND MUSCLES: 
Pains and stiffness in extremities 
Backaches 
Localized twitches and motor tics 
“Paralysis” 
Neck pain 


HEADACHES 


CARDIO-VASCULAR: 
Palpitation 
Shortness of breath 
Chest pain 
Heart pain or pressure 


SENSORY : 
Peculiar skin sensations 
Eye complaints 
Ear complaints (buzzing, ringing, pain) 


GENITO- URINARY : 
Enuresis 
Frequency of urination 
Loss of sex power 
Pain in sex organ 


GENERAL ASTHENIA: 


Weakness 
Dizziness 
Fatigue 
Fainting 
Weight loss 
Perspiration 


i 

J 


Psycuic: 


Poor sleep 
“Shakiness” 
“Nervousness” 
Restlessness 

Worry 

Poor appetite 

Poor concentration 
Irritability 

Loss of initiative, energy and interest 
Nightmares 
“Dazed,” confused 
Crying spells 
“Disgusted” 

Fear of insanity 
“Hopelessness” 
Premonition of death 


APPLICATION OF MeEtTHOopD To INDIVIDUAL 


CASES 


An index card was completed for each 
patient. The various items were then 
grouped in such a way as to give a bird’s eye 
view of the case, bringing out especially the 
relationship of background factors to army 
experience. Two contrasting cases have been 
selected to illustrate : 


CasE 1.—Final Diagnosis—Psychoneurosis, anx- 
iety and tension state with depressive features. 
Complaints of tension, tremulousness, restlessness, 
insomnia, poor concentration and lack of interest. 
Onset of complaints during July, 1943, while in 
combat on tropical island during which friend with 
whom he had just quarrelled was killed. He himself 
was unconscious for several minutes following a 
near shell-burst. Complaints have persisted after 
2 months of hospitalization. 

Index Card.—‘Nervous,” “headaches,” restless- 
ness, poor sleep, “lost interest.” 


Army 
Background Personality experience Reaction 
High school Sociable Overseas Anxiety 
Neurosis Tropics 
Private Bombed 
Strafed 
Combat 
Comrades 


Discussion.—This 20-year-old patient had appar- 
ently achieved at least an average personal adjust- 
ment previous to his combat experiences. His 
parents and siblings were however described as “all 
being rather nervous” (indicated on the index card 
as “neurosis”). He himself had temper tantrums 
as a child and was enuretic to the age of 7. He was 
not indexed as having neurotic traits because these 
features did not persist beyond the age of 7. He 
was graduated from high school at the age of 17. 
He seems to have been a somewhat immature and 
dependent individual but this was not considered 
beyond the average and was therefore not indexed. 
He was sociable and religiously inclined and had 
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rather high moral standards. He was exposed t 7 
many bombings and strafings and was in acti It 
combat for a number of weeks. He went into sever . 
combat on 6 July, 1943, and shortly afterwards his predi: 
best friend in the outfit was killed. This made hin§the s 
feel very bad especially as they had a disagreemen comp 
a short time previously. On 17 July during a In th 
artillery barrage the bursting of a nearby shel 
“knocked” him unconscious for several minutes. Hep VET 
had a severe headache for 6 to 7 days and then fe of du 
extremely nervous and tense and could not sleep§ secon 
He was hospitalized 26 July, 1943 and was finally 
evacuated to a general hospital. . 

CasE 2.—Final Diagnosis.—Psychoneurosis, anx. Of 
iety state with complaints of tension, restlessness 
tremulousness, insomnia and pain and weakness off WETe 
right knee. Onset after coming overseas in March only 
1943 during training period with an infantry outfit No.” 
An unintelligent and inadequate individual withB. 
background of neurotic traits who has had chroni - th 

ic 
knee complaint and nervous symptoms prior top, chot! 
induction. mont 

Index Card.—“Keyed up,” “poor sleep,” “painful se 

1 weak right knee,” “shakiness : 

evid 
Background Personality om Reaction beha 
School Unstable Anxiety the 
M.A. Complaint § psyc 
Neurosis with 
Nervous heav 
Complaint 
Traits viou 
Training unc! 
30 O 
Rural thir 
Parents 

Yes 

Discussion.—This 36-year-old private was brought “lin 
up on a farm (rural). His mother was “nervous’ § carc 
and suffered from “high blood pressure” (neuro and 
sis). He was unusually close to her and neverg 
married (parents). As a child he bit his nails, sitar 
had nightmares, walked and talked in his sleep and eacl 
was enuretic to the age of 8. “I was always ner- ical 
vous and scarey and afraid of everything” (traits).§ all : 
He completed only the 5th grade of school at the age ! 
of 16 (school) and at present can hardly read or det: 
write. In civilian life he was often too nervous to et 
work (nervous). Since 1928 he has had “knee obt 
trouble” and his right knee frequently became weak the 
and painful and “gave out,” while at work (com-§ ind 
plaint). His mental age is 9 years (M.A.). He® hee 
states that during basic training his right knee inf 
gave him a good deal of trouble during hikes and 
drill periods. He did not report to sick call how- obt 
ever until shortly after coming overseas when he dat 
was assigned to an infantry division. He now be-f int 
came tense, irritable and tremulous (training), and f ea 
his knee became increasingly painful. He _ has see 
at no time been in the tropics and has had no combat 
service. He was finally sent to a station hospital ute 
and evacuated to a general hospital two weeks Wa 
later. In 
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It is evident that personal handicaps and 
predisposing factors were very prominent in 
the second case, and army experience had 
comparatively little to do with his reaction. 
In the first case the reverse is true. Both men 
were evacuated to the United States. Line 
of duty in the first case was “Yes” and in the 
second case, it was “No.” 


COMPARISON OF DATA 


Of the psychotic patients the great majority 
were considered to be “line of duty Yes” and 
only comparatively few were “line of duty 
No.” Most of them had apparently served 
in the army without the display of any psy- 
i chotic symptoms for a period of at least six 
months. Many had been overseas for more 
than a year, and two-thirds of them had 
served in the tropics. The fact that little 
evidence of previous neurotic patterns of 
behavior was obtained resulted partly from 
the difficulty in getting full histories from 
psychotic individuals but was also in accord 
} with civilian experience where psychotic up- 

heavals often occur in individuals who pre- 
i viously appeared quite normal and average to 
uncritical observers. 

Of the psychoneurotic patients, less than a 
third were considered to be in “line of duty 
Yes” and the remainder were considered to be 
“line of duty No.” The data on the index 
cards of these two groups was summarized 
and the frequency of occurrence of each item 
was recorded as percentage of the total in 
each group. This was then shown graph- 
ically in order to give a composite picture of 
all the patients in each group. 

A sizeable group of the hospital medical 
detachment was interviewed in an effort to 
obtain some idea of the relative frequency of 
the selected factors among supposedly normal 
individuals of the same age range who have 
been exposed to comparable conditions. The 
information from these men was of course 
obtained under different circumstances. The 
data from the patients were gathered during 
interviews averaging not less than an hour 
each. The members of the detachment were 
seen in interviews averaging from 3 to 5 min- 
utes apiece. Before the interview each man 
was given a questionnaire to answer contain- 
ing all the non-personal data, such as length 
of service overseas, combat duty and whether 


he had ever had fever. All the personal index 
items were mimeographed on a separate sheet 
and used as a check list by the psychiatrist 
during his interview with the soldier. The 
chart summarizes the results of these studies. 

The chart demonstrates the leading con- 
trasts between the group of patients consid- 
ered “line of duty Yes” and the group con- 
sidered “line of duty No.” As would be 
expected a previous history of nervous reac- 
tions (nervous), a history of persisting neu- 
rotic traits (traits) and hypochondriacal com- 
plaining (complaint) as well as a family 
history of neurosis (neurosis) are much 
more prominent in the “line of duty No” 
group. The “line of duty No” group was also 
scored more frequently for unstable per- 
sonality (unstable). On the other hand the 
army experience factors are very much less 
frequent than in the group of patients given 
“line of duty Yes.” Since these line of duty 
decisions were made over a period of 5 or 
6 months it is of interest to find that it was 
evidently possible to maintain a degree of 
consistency in our policy. 

The reaction of anxiety is much more 
prominent among the “line of duty Yes” 
group than among the “line of duty No” 
group, and anxious hypochondriasis is much 
less. 

The group from the detachment does not 
differ very greatly from the group of psycho- 
neurotic patients with “line of duty Yes.” ? 
The chief difference in army experience be- 
tween these two groups is the fact that the 
patients have had considerably more tropical 
duty. A certain amount of subclinical neuro- 
sis was encountered among the members of 
the medical detachment, a few of whom were 
on limited duty because of a psychoneurosis. 

It so happened that a number of replace- 
ments had recently been assigned to the 
hospital unit. A group of these were ex- 
amined in the same way as the larger group. 
When the results were tabulated and charted 


1 The fact that so many more of the detachment 
were recorded as having a sociable personality was 
probably partly a result of the difference in the 
method of obtaining the data. With a list of pos- 
sible personality types before him the psychiatrist 
was probably inclined to check the word “sociable” 
whereas in writing up a patient’s history he was 
not so apt to note this unless for some reason he 
felt the presence of this quality provided a signif- 
icant contrast. 
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they were found to be an almost exact replica 
of the findings in the original group with 


/ respect to background and personality. This 


was an interesting check on our method of 
obtaining the data particularly as the newer 
group had undergone no combat experience, 
none of them had been in the tropics for 
more than a month and none had contracted 
tropical disease. They were recorded as hav- 
ing a greater percentage of immaturity and 


' actually their average chronological age was 


much younger than that of the original mem- 
bers of the detachment. 


DISCUSSION 


The method we have used for comparing 
our cases has certain advantages and many 
limitations. The selection of frequently re- 
curring items has made it possible to survey 
our patients as a group and to establish the 
general outlines of the problems we have had 


) to meet in dealing with psychiatric casualties. 


The information has been organized to serve 
as a frame of reference for future study of 
special issues. Information such as we have 
presented, moreover, may help to provide a 
background for the critical evaluation of new 
treatment methods and proposed policies con- 
cerning the disposition of psychiatric patients. 
Our experience should, for instance, help to 
balance too exclusive an emphasis on the role 
of combat experience in the production of 
psychiatric casualties. The facts as we have 
found them, on the other hand, should help 
to prevent too easy a dismissal of the real 
handicap indicated by a personal background 
in which psychoneurotic patterns of be- 
havior have been prominent. 

That our experience has included many 
severe reactions is indicated by the presence 
of a considerable number of psychotic pa- 
tients among our casualties. Our group of 
psychoneurotic reactions, moreover, included 
many borderline conditions where it was a 
matter of judgment as to whether a diagnosis 
of psychosis was justified. This is partly 
indicated by the fact that several of the psy- 
choneurotic patients were indexed as having 
had at least brief psychotic episodes, usually 
severe panic reactions prior to admission to 
the general hospital (see chart). 

The presence of neurotic background fac- 
tors among the men on duty in the detach- 


ment to an extent so closely comparable to 
many of the psychoneurotic patients, on the 
other hand, indicates how near the psycho- 
neurotic patients are to the normal soldier. 
This should warn us against any tendency to 
consider such patients as a group apart, be- 
cause actually their treatment presents the 
same problems in a somewhat more acute 
form as are met in the handling of any sol- 
diers anywhere. 

Army policy is necessarily determined by 
the requirements of units and groups. Phy- 
sicians, and especially psychiatrists, are faced 
with the special requirements of individuals 
and must meet problems which are not so 
different from those of a company com- 
mander who, in order to be effective, must 
also establish a personal relationship to the 
men under his command. 

The type of data that we have presented 
is useful for purposes of comparison, and 
the existence of such factual material pro- 
vides objective justification for line of duty 
decisions. But no appeal to statistical items 
could be expected to provide a substitute 
for individual consideration of each patient 
for whom we become responsible, and it is 
evident that especially among psychiatric 
casualties it is the individual constellation of 
factors which alone can give us a dynamic 
understanding and basis for treatment. Re- 
covery from a psychiatric disability is cer- 
tainly a highly individual affair and unless 
the physician can somehow gain an entrance 
to the personal emotional life of his patient 
he has little chance of exerting any thera- 
peutic influence. Return to an effective 
status, moreover, requires the adjustment 
of individual capacities and attitudes to fresh 
opportunities. Successful outcome necessarily 
depends on the types of available reassign- 
ment and the possibility that the man goes 
from the hospital to the right job. Thus dis- 
position in general is dependent on individual 
considerations, and the determining factors 
have to do with the personal capacities of the 
patient and the available opportunities for 
assignment in any given theatre of operations. 
A percentage of our psychoneurotic patients 
were returned to duty in the overseas theatre ; 
and where reassignment included the pos- 
sibility for placement in a situation where the 
soldier could make the best use of his assets, 
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the outcome was often surprisingly success- 
ful although follow-up statistics are not at 
this time at hand. The presence of a neurotic 
handicap in the background of members of 
this group, moreover, was just about as 
frequent as it was among those patients who 
were evacuated to the United States, a fact 
which should encourage further attention to 
this problem particularly as the increasing 
demand for manpower makes this a vital 
issue at the present time. 


SUMMARY 


1. The personal background and army ex- 
perience of a group of soldiers overseas has 
been studied and compared. These included 
hospitalized psychiatric casualties of which 
about a third were psychotic and the rest 
were psychoneurotic. Members of the hos- 
pital medical detachment on active duty were 
also interviewed and the data concerning 
them tabulated. 

2. Of the psychotics, the smaller number 
were acute psychotic episodes with recovery 
within a few weeks of the onset; the larger 
were apparently more chronic psychotic de- 
velopments. 

3. The presenting complaints of the entire 
group of psychoneurotic patients were listed 
and tabulated. Only a few patients had only 
a single complaint. The rest complained on 
the average of at least 3 or 4 different issues. 

4. Of the psychotic patients, most were 


considered to be in line of duty. A compara. 
tively few were not in line of duty. Leg 
than half of the total psychotic group had 
been overseas for more than a year and about 
two-thirds of them had served in the tropics, 

5. Of the psychoneurotic patients, the 
greater number were considered to be not 
in line of duty. 

6. Certain leading contrasts between these 
two groups were evident. 

7. Members of the hospital detachment 
were interviewed and the tabulated results 
showed them to be closely comparable as 


to background factors with the group off 


psychoneurotic patients considered “‘line of 
duty Yes.”” A group of new recruits to the 
detachment were similarly examined and the 


results as to background and personality were§ 


almost exactly the same as in the original 
group, although the smaller group had under- 
gone no combat experience, none of them 
had been in the tropics for more than a 
month and none of them had contracted 
tropical disease. 


CONCLUSION 


rr 
The type of data presented is useful for} 


purposes of comparison and general orien- 
tation when considering large groups of 


soldiers, but the disposition and treatment off 
psychiatric casualties depends primarily upon 
the successful handling of the individual con-§ 


stellation of factors present in each patient. 
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AFTERMATH OF OPERATIONAL FATIGUE IN COMBAT AIRCREWS* 
MILTON L. MILLER, Major, M.C., A.A. F. 


Aircrew members are sent back from 
combat zones to the redistribution stations 
in this country not only when fatigue symp- 
toms necessitate their return but also as a 
routine rotation procedure when their mis- 
sions are accomplished. The majority of all 
returning combat aircrew members, having 
completed their missions, come back in good 
physical and mental condition—in fact, their 
spirit, character and psychological resilience 
are outstanding. 


SyMPTOMS OF OPERATIONAL FATIGUE 
THREE Montus AFTER COMBAT 


About 30 percent of airmen returning to 
this country from overseas combat have 
symptoms of operational fatigue. This term 
designates an anxiety state in which an in- 
dividual is still attempting to deal with re- 
actions to combat. The anxiety states vary 
in intensity. In severe cases we are really 
dealing with a war neurosis (traumatic neu- 
rosis). When seen at the redistribution sta- 
tion where the aircrews are examined medi- 
cally and reassigned for duty according to 
their physical and mental condition, combat 
experience has been behind them from two to 
three months. The picture of the mental state 
of these men is strikingly uniform, as to 
symptomatology but not intensity of anxiety. 
Typical symptoms are: restlessness, tense- 
ness, tremulousness of the hands and face, 
irritability, depression and guilt reactions, 
various degrees of insomnia, fatigue, pre- 
occupation with battle experiences, startle 
reactions and battle dreams. Excessive drink- 
ing as an attempt to relieve anxiety is com- 
mon ; and the need for finding sexual outlets 
is intensified by the anxiety of some of these 
individuals. 


Types OF OPERATIONAL FATIGUE 


There are three main groups, in which 
the causative factors are: 
(1) Hardships, excessive combat exper- 


1 Read at the Centenary Meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., May 
15-18, 1944. 


iences, and unusually harrowing events which 
a normal personality cannot tolerate. 

(2) A previously well-masked psycho- 
neurosis which emerges because the former 
methods of dealing with anxiety prove in- 
adequate under combat conditions. 

(3) Depression because of emotional in- 
volvement with a person whose death causes 
prolonged guilt and mourning reactions. 


I, EXCESSIVE COMBAT EXPERIENCE 


One bombardier whose record had been 
normal in every way was in a plane that was 
shot down over enemy waters. After crash- 
ing into the water the surviving members of 
the crew floated on a raft for days, not 
knowing from one minute to the next how 
long they would be able to live. They went 
through storms, had to fight off sharks, were 
thirsty, famished and sunburned and had 
wounds but managed to hold out for almost 
a week. Finally they landed on the shore of 
a jungle, where they were in danger of cap- 
ture; and after a time they were rescued by 
a plane that had to fly close to enemy lines. 
This man developed an anxiety state and a 
fear of flying over water, although he did 
force himself a take trans-oceanic flights 
after that. His symptoms were tension, ir- 
ritability, tremulousness, mild insomnia—and 
these symptoms were made much worse by 
flying over water ; nevertheless he attempted 
to finish his missions. 

In addition to this type of unusually har- 
rowing personal experience there are typical 
hardships which are endured by many. 
Bomber crews describe certain targets as 
having so much flak protecting them that 
they are referred to by the returnees as like 
walking over flak. They describe “sweating 
out” prior to taking off, then the approach 
to the target, the period over the target, and 
finally landing at the base. The physiological 
strain of high altitude flying, oxygen lack, 
intense cold and prolonged fatigue are addi- 
tional factors, compared with the experiences 
of the ground forces. Bombings of their base, 
food difficulties, strain of living at the front, 
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separation from home, the hazards of dis- 
ease—in other words, all the usual environ- 
mental conditions of battle may be present— 
besides combat flying. In some theaters the 
state of tension before take-off is markedly 
increased because of weather conditions. The 
crew may be briefed for a mission several 
times in a row and wait in readiness at three 
or four a.m., only to have it called off because 
of storms. Under these circumstances, the 
state of tension rises higher and _ higher. 
Individuals differ in their ability to handle 
anxiety as the number of missions increases, 
and even a strong ego may reach its limit of 
endurance. 


II. PREVIOUS PSYCHONEUROSIS 


Some aircrew members have had a definite 
but quite well disguised psychoneurosis prior 
to beginning combat. A number of these 
individuals are unable to complete all of 
their missions because of the development of 
severe anxiety, although a certain portion 
of them manage, by great self-control, to 
complete their missions. Usually the psy- 
choneurosis is of an anxiety type and has 
been well masked or controlled until partici- 
pation in combat. 

For example: A pilot who had to be 
grounded because he suffered from palpi- 
tation, while overseas, and felt that he no 
longer could fly, had successfully flown one 
hundred combat hours. When interviewed 
at the redistribution station he suffered from 
marked tremulousness, frequent anxiety at- 
tacks, fear of talking to strangers and a fear 
of fainting when meeting people, also nausea 
and palpitation. He denied any previous 
emotional instability at first, but later he 
admitted that he had always suffered from 
intense shyness and ‘stage fright’ and that 
his civilian life had been a series of struggles 
to master sensitivities and fears. He was 
loathe to discuss the problems of his civilian 
days in detail since he did not feel they were 
any longer relevant. However, for the sake 
of treatment, prognosis and reassignment, 
it is important for the examining psychiatrist 
to estimate the role a previously existing psy- 
choneurosis plays in these severely anxious 
cases. 

One captain who, for several months, had 
anxiety symptoms including insomnia that 


kept him awake every night until 3 a.m. and 
necessitated taking of drugs to get any sleep, 
had had 250 operational hours and had been 
an outstandingly good navigator with whom 
highranking officials had wished to fly be- 
cause of his accuracy. When seen at the 
redistribution station his anxiety symptoms 
were severe and he admitted that he had al- 
ways been very highstrung and came from 
a nervous family; he had nervous stomach 
symptoms all his life and had never been able 
to stand the sight of blood. But he had 
learned to get along with his own nervous 
disposition, had high intelligence and the 
ego capacity to deal with his problems up 
to the point where combat conditions finally 
caused the accumulation of more tenseness 
and anxiety that he could handle. 


Il]. GUILT AND MOURNING REACTIONS 


In this group are individuals who suddenly 
become excessively preoccupied with guilt 
reactions when a buddy is killed or missing. 
It is not uncommon to see depressions on 
this basis, in which the individual does not 
feel that he has any right to be alive and com- 
fortable and back in this country ; and he may 
exhibit unconscious self-destructive tenden- 
cies. Two typical examples will illustrate 
why this occurs. 

One returnee, a bombardier, went home 
on leave and spent one night of the ten at 
home. The other nine nights he was out in 
the woods all night long and literally slept 
only a few hours during the whole period. 
He felt terrifically restless and depressed. 
He had gone into the woods because he had 
hunted for a great many years and loved 
the woods, but now he did not find any rest 
there. He felt extremely irritable, particu- 
larly toward his mother, and since he could 
not control himself he did the next best 
thing and went out as much as possible. The 
more attention his mother paid to him, the 
more it irritated him. He was very sensitive 
to loud noises—a common thing in severe 
cases. He shook all over at times and his 
hands were constantly tremulous. When he 
drank coffee or beer, the vessel was half 
empty before he got it to his lips. On his 
second raid, this bombardier’s pilot had been 
killed. The bombardier did not fly on that 
mission because the crew had split up and 
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some stayed on the ground. Their pilot did 
not come back, and from that time on, this 
bombardier was ‘a wreck.’ He said that he 
worshipped the ground that the pilot walked 
on; that he had never liked anybody in his 
life as much as this fellow; and that after 
this pilot was killed, he was through as a 
bombardier. He was hoping that he himself 
would be killed in one of the later raids and 
gave the impression that he deliberately did 
things that were self-destructive. The reason 
for his breakdown was the presence of an 
“Achilles heel’ in his otherwise well-bal- 
anced former personality. This man has seven 
brothers as well as three sisters ; and he had 
the same type of relationship to the officer 
that was killed as he had toa younger brother 
fighting at Guadalcanal. But going into it 
more deeply disclosed that not only was 
theirs a close relationship, it was also an 
ambivalent one. Not only the positive but 
the aggressive feelings toward this officer, 
and toward the brother, were intense. Then, 
when something happened to the pilot it 
brought up a whole series of conflicts that he 
had in civilian life, and the whole conflict 
became exposed. This man had a sensitive 
spot in his nature. It was exposed very early 
in his combat career, and actually, as later 
events proved, it would have been wise to 
have removed this bombardier from combat 
at that time. However, if nothing had hap- 
pened to his pilot, he probably would have 
completed his missions without suffering 
from intense guilt feeling, depression and 
anxiety. 

One returnee officer, pilot of a bomber, 
had undergone tremendous physical and men- 
tal hardships, which included loss of many 
of his friends, and long hours of combat 
flying with exposure to constant attack by 
enemy planes and anti-aircraft fire. One time, 
some necessary repairs to his plane made 
him late for a squadron mission. Although 
he was not required to do this, he took off 
some minutes after the squadron and flew 
alone over the enemy base. He fully ex- 
pected to be killed, but dropped his bombs 
and turned homeward. He learned later that 
the man who had taken his position in the 
formation had collided with another plane 
in the squadron because of poor visibility, 
and both pilots had been killed. These nar- 


row escapes occurred constantly, but still 
he maintained his equilibrium until the fol- 
lowing incident occurred: 

One day, after many days of consecutive 
flying for long hours, he was flying near a 
very close friend of his, rather low over the 
ocean. Above them, at some distance, were 
a number of Japanese Zeros. Suddenly he 
noticed that his friend, for no apparent rea- 
son crashed his plane into the water, al- 
though they were not at the moment under 
attack. He experienced great shock. After 
circling the water to see if his friend had 
survived, he saw no trace of him and it was 
clear that he had drowned. Somehow, he 
says, he managed to land his plane, and, as 
he got out of it, he was strafed by enemy 
machine gun bullets without being injured. 
He became overwhelmed by terrible crying 
spells and very severe shaking and trembling, 
which lasted several hours until he received 
sedation. 

When the effects of the drugs wore off, he 
found himself uncontrollably weeping and 
trembling all over. His emotional state was 
so severe that he had to be evacuated. It 
was plain that his breakdown was set off by 
witnessing his friend’s fatal dive into the 
water. 

He brought out in a discussion of his past 
history the following incident: When he was 
eight years old he was asked by his parents 
to look after his little three-year-old brother. 
The patient and a friend of his went to the 
beach with the younger brother and hid from 
him. While they were hiding they suddenly 
noticed that the young brother, who was 
looking for them, had gotten out on a pier, 
and he fell into the water and was drowned 
before the patient and his friend could sum- 
mon help. 

The patient developed acute symptoms at 
the precise point where he saw his friend’s 
fatal plunge into the water. This coincided 
with the severe childhood trauma which he 
had never successfully mastered, although 
he was certainly a relatively normal and stable 
individual in civilian life. Unconscious guilt 
feelings which had been held in repression 
were now actively revived. 

Among those airmen suffering from opera- 
tional fatigue the group of individuals with 
strong, persistent guilt reactions appears to 
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be a large and important one. They are 
characterized by unresolved, extremely am- 
bivalent attitudes in their relationship with 
a close associate, based on previous childhood 
ambivalent relationships with brothers and 
fathers. In civilian life this type of ‘Achilles 
heel’ in the personality need not cause any 
unusual difficulties. In the combat situation 
where both the strongly positive and intensely 
negative feelings toward buddies are stimu- 
lated constantly, when this buddy or friend 
is killed, usually in a harrowing manner, the 
negative feelings become repressed and are 
replaced by strong guilt feelings and mourn- 
ing reactions. This state persists, causing 
prolonged depression, and self-destructive 
drives.” 


2 Post-Combat Reaction to Flying.—After com- 
pletion of .their missions aircrew members who 
return show varying attitudes toward further fly- 
ing. Commonly, navigators and bombardiers wish 
to become pilots of bomber planes. The determi- 
nant for this shift in interest is a wish to control 
the ship in combat. For instance, the bombardiers 
complain of lack of activity until over the target. 
The passivity of their occupation is disturbing. 
Navigators are less disturbed by lack of activity 
but express a desire to be in control of the situa- 
tion, especially near and over the target. Depending 
on individual reactions, bomber pilots sometimes 
wish to become pursuit pilots because the responsi- 
bility for the safety of the whole crew produces 
conflict. Other pilots apparently thrive on res- 
ponsibility and love their occupation. A certain 
percentage of aircrew members upon returning 
wish to remain on the ground indefinitely. The 
picture as seen at the redistribution station is, of 
course, quite different from that at the front, since 
these men are far from the combat area and are 
back almost in civilian life, and what we see is 
the residual of combat anxiety. 

A few individuals have developed a phobia in 
connection with flying and airplanes. The sight 
or sound of a plane makes them feel uneasy, 
nauseated, and produces palpitation. One such 
individual flew over the South Atlantic to report 
to this country and then flew to his home in the 
middle west through a storm. He suffered intensely 
and felt that he never could ride in a plane again 
even though he had successfully completed all his 
missions. 

Many gunners wish to remain permanently 
grounded and on the whole exhibit more severe 
symptoms than other members of aircrew. There 
are probably two reasons for this: In the first place 
standards of selection of gumners are not as rigid 
as for other members of aircrew. Also tail gun- 
ners, for instance, feel relatively isolated and sepa- 
rated from the rest of the crew. A quite important 
factor in their wish to discontinue flying is that they 
feel somewhat demoralized on returning to the U. S. 


ATTITUDE OF RETURNEES TOWARD 
CIVILIAN LIFE 


Emotional attitudes toward family and 
civilian life may be deeply affected by battle 
experiences. In some cases there already is 
a noticeable displacement of reactions from 
the battle scene onto reactions to the family 
or civilians. For instance, one returnee 
officer, going into a cafe at night a little after 
twelve, was told he couldn’t have a drink. 
He protested a little, but had already had 
sufficient. A civilian standing by made the 
remark that he would like to go to some 
place where the army didn’t always butt in. 
Whereupon the officer asked the civilian to 
‘get out or shut up.’ The civilian struck him 
and the officer hit back so hard that he in- 
jured a bone in his own hand. A bit of 
probing into this case revealed that the officer 
had undergone many months of severe frus- 
tration, having been shifted around to var- 
ious combat theaters and having had to wait 
for long periods, greatly keyed up for com- 
bat, because of weather and other conditions, 
until he had developed a state of almost un- 
bearable tension. He admitted to the psy- 
chiatrist that his own irritability against the 
army had become very great, but that when 
anything was said against the army by a 
civilian he simply couldn’t stand it. Actually 
this officer had been engaged in a struggle 
to make up for his own passive, dependent 
needs which had become acute overseas dur- 
ing the long period of frustration. He un- 
consciously envied the civilian who was safe, 
and could gratify his wishes so easily—and 
projected onto the civilian his own uncons- 
cious wish for self-indugence. He, therefore, 
went around with a peculiar sensitivity to 
what he considered the selfishness of civilians. 


Another returnee, a sergeant, gunner, who 
had finished his missions and had been an 
instructor as well as guide and adviser to 
a number of gunners, was returned to this 
country in spite of his protests that he pre- 
ferred to remain in combat. He was legally 
separated from his wife, who had the custody 


because of the breakup of their aircrew. Many of 
them have had an intense dependence upon the 
pilot and other crew members. A very common 
statement is that they do not wish to fly with new, 
inexperienced pilots and often consider that their 
own particular pilot has been superior to all others. 
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of their two children. The reason for the 
separation, according to the gunner, was the 
fact that his wife was dominated completely 
by members of her family whom the ser- 
geant disliked intensely. When he visited the 
town where his wife lived, which is a large 
manufacturing city well known for its war 
industries, he became very critical of the 
attitude of war workers ; he felt they had no 
interest in the war and were lax in their 
work. His wife was a war worker. He was 
plainly displacing his resentment toward his 
wife and her relatives onto the whole indus- 
trial scene. He denounced the town’s atti- 
tude, and could hardly wait to get overseas 
and return to the combat zone where his 
adjustment to the group was very much 
better. 

One common symptom of returnees with 
severe Operational fatigue is fear of crowds 
or even strange groups. Partly, this appears 
to be a reaction to their own irritation to- 
wards civilians, and in the case of the enlisted 
men an inability to accept any other group 
besides the one to which they belonged over- 
seas. Often questioning by civilians about 
their overseas experiences provokes irritation 
and uneasiness. 

It may seem surprising to find symptoms 
of operational fatigue persisting two to three 
months after combat since there is now no 
question of immediate combat. Possibly the 
relatively low incidence of severe cases and 
the more numerous mild cases may be due 
to the fact that these men are now far back 
of the combat area. However, a certain 
amount of so-called ‘operational fatigue’ does 
persist in cases which might otherwise pass 
a physical examination. In fact, some cases 
develop more symptoms two or three months 
afterwards, as seen here, and some say defi- 
nitely that they feel worse than they did when 
they finished combat. During the combat 
period they were able to suppress their fear 
reactions and anxiety to a sufficient degree to 
enable them to finish their allotted missions. 
When they are through and there is no longer 
any necessity to maintain repression of anx- 
lety, it begins to come out, sometimes in 
greater amounts than they can easily control 
and the repressing mechanism does not need 
to be so successful. Those individuals whose 
neurotic tendencies have been reactivated by 
their overseas experiences often find that 


upon returning to their families their emo- 
tional reactions are intensified. The reason 
is that the family relationship was the original 
source of the neurotic tendencies—combat 
experience has acutely precipitated anxiety 
or depression—and now the family scene 
suddenly confronts these individuals again, 
reviving the nuclear problem. 

During combat, identification with the 
group and dependence upon the group’s lead- 
ers are important elements in the successful 
suppression of fear reactions. When a crew 
member returns to this country and is sepa- 
rated from his buddies and his squadron 
leader, he has to face his emotional reactions 
in solitude, and this also may make him 
anxious and uncomfortable. 

It is essential to recognize the fact that 
operational fatigue is a common reaction to 
combat, and occurs, even if mildly, in a 
number of those returnees who have com- 
pleted their routine missions, as well as in 
those who were unable to do so. 


OPERATIONAL FATIGUE WITH PsyCHOso- 
MATIC SYMPTOMS 


Psychosomatic symptoms—although not an 
outstanding finding—may occur as an after- 
math of operational fatigue or they may be 
concomitants of a previous psychoneurosis. 
The general trend in the order of the systems 
involved, as seen at the redistribution station, 
are: 

(1) Gastro-intestinal, usually of the hys- 
terical conversion type such as loss of ap- 
petite, epigastric burning, etc., and, less com- 
monly, of the regressive type such as non- 
infectious persistent diarrhea. 

(2) The second most prominent symptom 
is evidence of hyperactivity of the sympa- 
thetic system, namely, sweating, usually of 
the hands. 

(3) Headaches, usually of the frontal 
variety, are third. 

(4) Cardio-vascular symptoms manifested 
by palpitation, aches and pains over the pre- 
cordium, extra-systoles, occur fourth in the 
order of frequency. 


SUMMARY 


Observation of over 800 cases seen at a 
redistribution station show uniformity of 
symptoms of operational fatigue varying 
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from mild to severe in about 30 percent of 
aircrew returning from combat areas to this 
country. Three main sources of operational 
fatigue were observed: (1) Excessive com- 
bat and harrowing experiences. (2) Pre- 
viously masked psychoneurosis which breaks 
out when the defenses against anxiety become 


inadequate. (3) Guilt, excessive mourning 
and unconscious self-destructive reactions 
after the death of close friends toward whom 
there has been intense emotional conflict, 
Attitudes toward further flying, toward ci- 
vilian life and toward the family, may be 
profoundly affected by operational fatigue. 
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TREATMENT OF COMBAT INDUCED EMOTIONAL DISORDERS IN 
A GENERAL HOSPITAL WITHIN THE 
CONTINENTAL LIMITS 


COMDR. G. N. RAINES (M.C.), U.S.N., anv LT. COMDR. L. C. KOLB (M.C.)V(S), U.S.N.R. 


Norfolk Naval Hospital, Portsmouth, Va. 


The first cases of combat induced emo- 
tional disturbance in naval personnel were 
admitted to the Norfolk Naval Hospital, 
Portsmouth, Va, late in 1942. Admissions 
increased in number steadily, and by midsum- 
mer 1943 the incidence of this type of dis- 
order was sufficiently high that a special unit 
for their treatment was established within 
the neuropsychiatric service of this general 
hospital. Admissions have continued at an 
accelerated tempo to date. 

Reports concerning combat induced emo- 
tional disorders should immediately define 
the type of disorder under discussion, the 
class of troops in which it has occurred, and 
the grade of stress producing the breakdown. 
Observations concerning stress, incidence 
and recovery rate made on front line land 
troops are in no sense applicable to patients 
admitted to an army base hospital some dis- 
tance from the front, and are even less appli- 
cable to seaborne fighting men. Unless this 
basic principle is kept clearly in mind, the re- 
ports from various theatres of war and 
from medical facilities serving the different 
branches of the armed forces become com- 
pletely unintelligible. 

The cases discussed here are almost with- 
out exception seaborne troops. A few Ma- 
rines and members of the Seabees straggled 
into our hospital from hospitals on the west 
coast and from convalescent homes, but their 
number was small, and no primary admis- 
sions in land troops occurred to the Norfolk 
Naval Hospital. In time relations, the cases 
fell into two large groups. The first suffered 
with acute reactions of short duration, and 
were admitted from the immediate battle- 
front, the Atlantic. These men came under 
treatment within periods varying from 24 
hours to 6 weeks after the naval action pre- 


‘Read at the Centenary Meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., May 
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cipitating the breakdown. Included in these 
cases was the entire survivor group of one 
sunken destroyer. The second group con- 
sisted of men whose combat experience was 
from 3 to 6 months past at the time of ad- 
mission. They filtered into this hospital from 
the Pacific combat area by transfer from 
other hospitals, by ship movement to this 
coast, or by reassignment from the Pacific 
front to new construction on the Atlantic 
coast. Many of them reached us from local 
disciplinary barracks, where they had arrived 
as a result of their attempt to put between 
themselves and the battle area to which they 
were ordered to return as much dry land as 
possible. Included are men from almost every 
famous fighting ship of this war, the Lexing- 
ton, Enterprise, Yorktown, Wasp, Hornet, 
San Francisco, Helena, South Dakota, Borie, 
and others too numerous to mention. 

The historically outstanding performance 
of the ships from which these men came 
underlines strikingly one clinical observation 
about the men themselves. In contrast to the 
psychiatric casualties of land troops, practic- 
ally none of these men had broken down dur- 
ing combat. The vast majority had faith- 
fully and fully carried out their duties in 
battle, in some cases through as many as 13 
major engagements. Some developed their 
symptoms acutely shortly after the loss of 
their ship. Others developed symptoms in- 
sidiously over a protracted period, but were 
able to carry on without disability until they 
were separated from their shipmates. A few 
were observed by their officers to be on the 
verge of collapse following repeated engage- 
ments, and were consequently evacuated to 
this country for reassignment. Many suf- 
fered physical wounds of varying degree in 
combat, and arrived under neuropsychiatric 
care from the surgical wards. A large num- 
ber have received special commendation or 
have been decorated for valor in action. 
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Several explanations may be offered for 
the fact that acute psychiatric casualties dur- 
ing combat are rare among naval personnel 
afloat. In the first place, these men have had 
very thorough psychiatric screening. They 
are well indoctrinated and carefully trained. 
Their tasks in battle are highly specialized, 
so that each well-trained individual acts at 
an automatic level. Naval engagements them- 
selves are short, sharp actions carried on 
impersonally by huge fighting machines, often 
miles apart. The action itself often is de- 
scribed by the men as a welcome relief after 
hours of painful tension and waiting. Hand 
to hand fighting, and the introduction of cold 
bayonet steel into another young man, are 
not included in the day’s work. In spite of 
the discomforts of life at sea the crews are 
relatively better housed and fed than land 
troops under battle conditions. Finally, these 
men are from ships of high morale, and each 
individual is sustained in battle by a group 
of shipmates whom he knows and respects. 

While acute psychiatric casualties are ex- 
tremely rare aboard combatant ships, psy- 
chiatric symptoms themselves are inordin- 
ately common and are well known to most 
sailors who have participated in major en- 
gagements. The mere presence, in combatant 
crews, of anxiety, startle reaction, catastro- 
phic nightmares, irritability and slight depres- 
sion is not cause for hospitalization. The 
histories of our patients indicate that a very 
high percentage of men with combat exper- 
ience do suffer such symptoms and that in 
no way do these interfere with their efficient 
performance of duty aboard ship in battle. 
The appearance, however, of psychosomatic 
complaints is a bad sign, and if such mani- 
festations become pronounced, they sooner 
or later demand psychiatric attention. The 
commonly shared and generally accepted 
symptoms mentioned above may progress 
insidiously to a degree of personality dis- 
organization which itself requires hospital- 
ization. 

At least half of our patients come to 
medical attention quite accidentally and with- 
out request of their own during one of the 
routine screening examinations through 
which men ordinarily pass when returning 
from a combat zone. The remainder, those 
who have sought medical care, have done so 
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usually only after their return to their homes 
in the continental United States. Several 
external factors act in precipitating this de- 
layed surrender to anxiety. A man badly 
shaken by the experiences of war can carry 
on in a group similarly affected and exposed, 
His projection into the selfish softness of life 
at home, with its safety, brings into sharp 
focus all ideas and instincts of self-preserva- 
tion. This conflict between duty and pleasant 
home life frequently is augmented by the 
over-solicitous attitude of the family. Unless 
sufficient time is allowed for such men to 
readjust to life and security at home before 
reassignment to another ship or return toa 
combat area, or before return to training 
with exposure to gunnery drill, and other 
conditions that closely simulate combat, the 
anxiety still extant from the original trau- 
matic situation will be revived and aggra- 
vated. Symptoms unremarked in a group 
where they are common become causes for 
great worry when suffered alone. This fact 
explains many admissions to the hospital of 
men separated from similarly affected ship- 
mates; it also is utilizable as a basis for 
therapy. Above all, idleness and lack of 
activity endanger the battle-shaken individ- 
ual, as they allow him to fix himself in his 
disturbing memories of the immediate past 
and to spend his energies in a vain attempt 
to suppress his distressing recollections. 
Clinically, by far the majority of the cases 
here discussed were acute or sub-acute anx- 
iety states of moderte severity. Two common 
variants of this reaction were observed: (1) 
those cases with predominately anxiety symp- 
toms, and (2) those in whom guilt and de- 
pression outweighed the anxiety which was 
also present. Both groups often presented 
psychosomatic symptoms which frequently 
led to their initial admission to the general 
wards of the hospital. Headache and gastro- 
intestinal symptoms were the two most com- 
mon psychosomatic manifestations. It may 
be remarked that as the months passed the 
other medical services of the hospital became 
acutely aware of the combat induced emo- 
tional disturbances and of their somatic 
symptomatology. As a result, these patients 
were early recognized and transferred to the 
psychiatric service for treatment. Outspoken 
hysterical states were so rare as to be a cur- 
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josity, and the few seen were primarily am- 
nestic conditions and hysterical convulsive 
disorders. Gross paralyses and sensory dis- 
turbances were practically never encountered, 
and when seen were engrafted upon and re- 
lated to an injury incurred at the time of the 
emotional trauma. 

In any reconstructive therapy, the restless- 
ness of these patients, their utter lack of 
joyousness, their disinterest, apathy and re- 
sentment against others, their depression, 
guilt and irritability are personality problems 
that must be faced. They shun others, refuse 
to discuss their adventure, suddenly rise in 
open and impulsive rage if their honor or that 
of their ship is questioned. They may plunge 
into alcoholic debauches and sexual excesses, 
and they are the precipitants of innumerable 
fights and brawls which seem to spring from 
trivialities. They infest naval brigs because 
of their over leave offenses and other in- 
fractions of both naval and social regulations. 
The handling of each of these problems, al- 
though individual, has led to the development 
of certain general attitudes in the personnel 
of the treatment unit at the Norfolk Naval 
Hospital. 

Each patient is admitted directly to the 
locked admission ward where he remains 
under observation during the completion of 
history, physical, neurological, laboratory and 
other special examinations and personality 
studies. It is important that all somatic com- 
plaints be disposed of adequately, and this 
requires the free use of x-ray, electroen- 
cephalography, special tests, and all the magic 
machines of modern medicine. The func- 
tional origin of a symptom is much more 
readily accepted by a sailor who has been 
shown a negative x-ray plate, even though 
he does not understand it. Generally speak- 
ing, attempted treatment of these cases on 
services other than the psychiatric service has 
been unsatisfactory. We find the locked ward 
an invaluable adjunct to treatment, and a 
forceful although artificial method of devel- 
oping a certain type of patient insight over- 
night. Upon completion of the admission 
studies, the patient is transferred to the treat- 
ment unit where he lives with a group of 
men suffering in a manner similar to himself. 

Three therapeutic aims are striven for: 
first, abreaction of repressed and emotionally 
charged memories ; second, restitution of in- 


5 


dividual security ; and third, restitution of the 
individual as a useful member to the social 
system, preferably to the military organiza- 
tion. 

Abreaction has, for the most part, been 
obtained at a conscious level in individual 
therapeutic sessions during which the pa- 
tient has been brought to relive his battle 
experience. These are emotionally rending, 
but in spite of tears, begging, evasions and 
open hostility, it is insisted that the emotional 
trauma be talked out. It is a prerequisite of 
this initial stage in treatment that the therapist 
does not identify himself too closely with the 
patient. When direct attempts at abreaction 
fail, it is possible to approach the precipitat- 
ing event by use of the patient’s battle 
dreams, which frequently recapitulate the 
most disturbing portion of his experience. A 
variation of play therapy may be used in the 
occupational therapy shop in the construction 
of ship models, to bring to light incidents of 
the past which the patient much prefers to 
leave hidden. Barbiturates have been used 
in those cases not responding otherwise, and 
in those in which anxiety, sleep disturbance 
or somatic complaints have not been success- 
fully handled by treatment at the conscious 
level. Our experience with drug methods 
and with hypnosis has not been as dramatic 
or as successful as that reported by others, 
and has in several instances led to open hos- 
tility and withdrawal of confidence on the 
part of the patient. 

Restitution of lost security is obtained by 
the maintenance of close inter-personal rela- 
tionship between the patient and the medical 
officer, as well as by group living. This re- 
quires in the physician a willingness to act 
as a tolerant buffer against which the patient 
can throw his resentments, hostility, offen- 
siveness and negativism during the weeks of 
therapy. Return to duty is accepted in the 
treatment unit as the ultimate goal for each 
patient, but the patient is reassured that the 
therapeutic aim is not to return him immed- 
iately to any form of duty and eventually to 
return him only to duty which he can tolerate 
physically and mentally. He is gradully 
brought to consider his own abilities and 
what he may gain and give by remaining in 
the service, even on limited duty status. Pa- 
tients who have committed offenses prior to 
admission to the hospital as a result of their 
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emotional disturbances are gratified to learn 
that a medical recommendation will be made 
that their charges be set aside. However, it 
is insisted that each patient conform to naval 
regulations from the moment of beginning 
treatment, and any infraction of regulations 
during this period is handled on the basis of 
full competency and responsibility on the part 
of each man. It is basic that if a man is to 
recover and to be of value to the naval ser- 
vice, his recovery must occur within the 
structure of the Navy and its laws. No man 
is allowed to hide behind his neurosis. 

By living in a therapeutic group each pa- 
tient quickly realizes that his emotional dis- 
turbance is a disorder common to many and 
is considered a recoverable illness. The group 
is instilled with the thought that they are 
expected to return to duty of one sort or 
another. It has been helpful in this respect 
to have upon the ward at all times several 
men who are awaiting orders to duty. These 
men act as spontaneous centers of discussion 
as to the relative merits of continuing in 
service or returning home rejected as unfit 
for military duty. Letters from men who 
have been treated in the unit and reassigned 
also provide another source of discussion as 
to the value of continued adherence to mili- 
tary life. 

Group activities are organized to provide 
for a day-long round of work, recreation 
and physical exercise in which all are required 
to participate. Privileges are granted in con- 
formity to the individual’s willingness to ad- 
just. This organized activity, planned for 
each 24 hours, includes no less than 3 hours 
of hard manual labor, which allows each in- 
dividual the opportunity of learning that he 
is not incapacitated for physical exertion. 
Subjects commonly discussed in group thera- 
peutic plans are considered here in individual 
interviews between medical officer and pa- 
tient rather than in group discussion. It is 
our experience from discussions which arise 
in the group that the significant traumatic 
experiences are never disclosed in general 
conversation, and it is extremely questionable 
whether such disclosures would be desirable 
in group psychotherapeutic discussions. We 
have learned,to our sorrow, that a large group 
of men from a single ship, placed under 
treatment simultaneously, react en masse, 
and may stay sick as a group as well as 
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recover as a group. They band together ip 
maintaining symptoms, in attempts to force 
demands, and in circulating rumors that pre. 
cipitate recurrence of symptoms. Our entire 
therapeutic program was slowed almost to 
a stop by the admission of such a group in the 
last two months of the year. In the handling 
of such a group of patients some form of 
group psychotherapeutic discussion is essen- 
tial. 

The final therapeutic aim of restoring each 
individual to some activity in which he may 
be of value to the service or to the community 
has been accomplished by appraising care. 
fully the assets and defects presented by each 
individual in his particular situation. It has 
been highly desirable from the standpoint of 
rehabilitation to return patients to duty of 
limited nature within the Naval Service 
whenever possible, as such return to duty in 
itself provides them with a healthy sense of 
personal value which tends to reknit the per- 
sonality. Of our patients discharged in 1943, 
suffering with combat induced or aggravated 
emotional disorders, 13 percent were restored 


to full duty, 19 percent to selected duty, 
which for practical purposes was equivalent § 


to full duty, and 30 percent to duty within 
the continental limits of the United States 
for an expressed period of time, usually 6 
months. Our return to some form of duty 


in this relatively small group of patients thus f 
This figure includes all} 


totals 62 percent. 
combat cases for the year. Actually, as our 
experience increased the return to duty per- 
centage rose steadily in this type of case. As 
yet, no statement can be made concerning 
the service adjustment of those cases returned 
to duty. Follow-up studies at present are 
under way. 

The treatment of combat induced emotional 
disturbances in the Norfolk Naval Hospital 
has made apparent a number of advantages 
and disadvantages of therapy in such a situa- 
tion. The situation of the hospital, near a 
great naval base, provides an environment 
which naval personnel understand. They are 
able to “make liberty” and find those familiar 
associates they have enjoyed in the past. 
They live within the confines of naval law, 
which tests them in relation to their probable 
adaptability if returned to duty. This is in 
contrast with treatment in the convalescent 
hospitals, which are isolated, provide little 
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opportunity for the type of recreation to 
which sailors are accustomed, and are often 
so regally appointed that there is no real 
incentive to return to duty. Furthermore, the 
association of a psychiatric treatment unit in 
a general hospital with other medical services 
offers many mutual advantages. As these 
services provide ready aid for any medical 
or surgical problems occurring among the 
patients under treatment, so the presence of 
the treatment unit heightens the diagnostic 
acuity of the physician and surgeon in rela- 
tion to emotional conditions among their pa- 
tients, and lends to early psychiatric treat- 
ment of such casualties. This tends to pre- 
vent fixation of conversion symptoms by 
therapy weighted with an organic viewpoint. 
Finally, the position of the hospital in rela- 
tion to other activities of a large naval force 
has allowed the development of a liaison that 
provides for proper reassignment to selected 
positions in the case of men suffering with 
the less malignant forms of emotional dis- 
turbance. 

Disadvantages also are met in attempting 
treatment in a general hospital. A major 
difficulty is the establishment of an adequate 
program of activity to provide for the needs 
of a large group of physically robust young 
men. A great deal depends upon the enlisted 
hospital corps personnel available, as well as 
the physical facilities. It has been our exper- 
ience that the program cannot be properly 
managed if the responsiblity for the work 
details, recreation and education falls outside 
the psychiatric department. For this reason, 
we provide our own master-at-arms and our 
own recreational therapist from a staff of 
psychiatric technicians. Theoretically, there 
should be a strong demoralizing factor in the 
association that is inevitable between the 
combat fatigue group and the many other 
patients in the hospital who are awaiting dis- 
charge from the service for one or another 
reason. Actually, this is a two-edged sword, 
and not infrequently the base inadequacy of 
some of those leaving the military service 
spurs back to duty the men who have exper- 
ienced war at sea. 

Discussion of the relative value of group 
and individual psychotherapy in the Navy is 
absurd. There is no such thing as individual 
psychotherapy in a military organization such 
as the Navy, which works as a group, plays 


as a group, lives as a group, and fights as a 
group. Psychotherapy in such a situation 
cannot possibly be limited to those events 
which transpire and those words which are 
spoken when doctor and patient are together. 
We have seen our patients react to treatment 
given patients at the Naval Hospital, Mare 
Island, Calif., and we have proof that inci- 
dents occurring in the Norfolk Naval Hospi- 
tal have been reflected in the crews of ships 
in the South Pacific. When, then, we discuss 
the relative advantages of group and individ- 
ual therapy we refer only to the therapeutic 
interview. We believe in providing individ- 
ual psychiatric interviews while utilizing the 
advantages of patient life in a therapeutic 
group of high morale. Our own experience 
has made it clear that, while group living 
provides a valuable subsidiary to other treat- 
ment, it is not essential for recovery. Some 
of our most disturbed patients have become 
so involved in legal offenses prior to admis- 
sion that it has been necessary to hold them 
in detention for periods of 8 to 12 weeks 
without any of the benefits -offered by the 
group. These men, although among the most 
ill emotionally, have recovered in approxi- 
mately the average time required for cases 
treated in the group. Any therapeutic pro- 
gram that relies entirely on group psycho- 
therapeutic discussions, on the other hand, 
does not provide the means alone for ade- 
quate treatment of combat induced emotional 
disturbances. One of the primary objectives 
of treatment, the abreaction of emotionally 
toned and repressed material, is not likely to 
be obtained fully in group discussions. On 
the other hand, the material that is brought 
forth in group therapeutic discussions can be 
handled in the individual interview, modified 
and presented in accordance with the intel- 
lectual limits of the individual. This allows 
each individual, no matter how fearful, to 
make his own suggestions, ask questions, or 
to bring forth his own ideas. It is difficult 
to prevent the group discussions being domi- 
nated by the group’s most aggressive individ- 
uals. It is our belief that a therapeutic 
program which denies any patient the oppor- 
tunity to understand the emotional compon- 
ents of his illness at a deeper level than the 
purely intellectual is of necessity bound to 
miss its objective in restoring that individual 
to health. 
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EXPERIENCES IN NEUROPSYCHIATRIC SCREENING OF OVERSEAS 
REPLACEMENTS AT AN OVERSEAS REPLACEMENT CENTER 


MARTIN A. BEREZIN, Lr. Mepicat Corps, U. 


The conditions of an overseas replace- 
ment depot constitute a test situation for 
mental and emotional stability comparable 
almost to that experienced in combat. It is 
a period of stress. The imminence of de- 
parture for overseas duty provides a precipi- 
tating factor in the unstable and emotionally 
unfit who have managed to escape neuro- 
psychiatric weeding processes to this point. 
Many crippling neuropsychiatric disorders 
are precipitated by the overwhelming sensa- 
tion and idea of being plunged immediately 
into combat upon leaving the depot. The 
nebulous and hazy conception of what occurs 
to a soldier after he leaves a replacement 
depot and before he may reach an actual 
combat situation, in a large way contributes 
to his sense of fear, anxiety and insecurity. 
For him there is no gradual transition such 
as the boat trip, arrival at a foreign port, join- 
ing a new organization, training and phys- 
ical conditioning in non-combat surround- 
ings but a great unknown ahead which sud- 
denly becomes transformed in his fantasy 
into an intolerable combat situation. The 
actual physical preparation for the trip which 
he undergoes at the depot enhances this 
anxiety. It becomes aparent that we are 
dealing with a soldier in the “raw” as it were, 
in this provocative situation. It is evident 
also that at a replacement depot many of 
the neuropsychiatric unfit may be more easily 
recognized. 

The total number of men examined and 
processed at this overseas depot cannot be 
given for reasons of military security. All 
officers and enlisted men going through the 
depot were interviewed. The men examined 
were a heterogeneous group. They came 
from many camps and replacement training 
centers and practically every state in the 
union was represented. The usual ages of 
any large military group were encountered. 

A special system for screening the neuro- 
psychiatric unfit was established. Inasmuch 
as large groups of men were examined daily, 
a system had to function whereby all men 
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could be interviewed during the period allot- 
ted for processing. In this system the con- 
sulting psychiatrist had to be given sufficient 
time for a thorough psychiatric examination, 
The following system was instituted and in 
the writer’s opinion turned out to be practi- 
cable and fairly thorough. 

In the processing, the usual ‘ 
line” 


‘assembly 
technique for physical examinations 
was used. Two columns of men were ex- 
amined simultaneously, each column by a 
separate team of medical officers. The neuro- 
psychiatric examination was reserved for 
the last part of the soldier’s examination. 
Each man carried with him 
through the examination a physical examina- 
tion sheet on which were recorded the posi- 
tive physical findings and another form 
giving his name, age, previous station, mili- 
tary occupation specialist, and his various 
qualifications. 

The neuropsychiatric section consisted of 
six medical Four of these were 
designated as preliminary neuropsychiatric 
screeners or interviewers while the remaining 
two, who were qualified psychiatrists, were 
designated as consulting psychiatrists. The 
four preliminary screeners were located, two 
each in a room, while the consulting psy- 
chiatrists were in separate rooms. There was 
not sufficient space to ideally locate each 
screener and psychiatrist in individual rooms. 

The men to be examined were sent individ- 
ually to one of the preliminary screeners. 
Here the soldier was asked a routine set of 
questions and his completed physical ex- 
amination report and his qualification record 
were give to the screener for rapid perusal. 
In addition, as the man walked into the room, 
the screener was able at a glance to observe 
and note his gait, physical appearance, alert- 
ness, vasomotor tendencies, mannerisms, 
posturing, emotional display, tics, etc. After 
some experience a set of questions was 
decided upon which best served the purpose 
of weeding out suspicious neuropsychiatric 
disorders. Inasmuch as the preliminary 
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screeners were not qualified psychiatrists the 
responsibility of diagnosis and disposition 
was not left to them. Their mission was to 


| uncover suspicious neuropsychiatric findings 


and turn over a soldier in whom they were 
found to the consulting psychiatrist. The 
questions asked were a modification of va- 
rious other types of questionnaires used in 
psychiatric screening, for example, the “29” 
questions used in the Canadian Army. They 
were chosen to suit the particular situation. 
It will be remembered that the men being 
examined had all been in the Army at least 
four months and had completed at least basic 
training. A history of performance on rifle 
range, infiltration course, hikes, marches 
drilling and more significantly, the health 
record provided a base line and a point of 
reference in the neuropsychiatric evaluation. 
In addition, his reactions to military disci- 
pline and courtesy could be noted. 
The questions were as follows: 


1. How has your health been in the Army? 

2. Have you ever been in a hospital ? 

3. How did you make out on your hikes and 
marches ? 

4. Have you ever urinated the bed? 

5. Have you ever had a nervous breakdown? 

6. Have you ever had any dizzy spells, fainting 


spells, fits or convulsions ? 
7. How far did you go in school? 
8. Have you ever been arrested or AWOL? 
9. How much schooling have you had? 
10. How do you feel about going overseas? 


The time needed to ask these questions was 
approximately one minute in those cases 
where no suspicious findings were elicited. 
When positive answers were elicited, further 
questions for elaboration were introduced, 
for example if the answer to the first ques- 
tion regarding health was “not so good,” 
then the soldier was asked to explain—or if 
he stated that he dropped out of many hikes 
he was asked why he dropped out. Such 
positive findings as were elicited were 
checked off on a neuropsychiatric form sheet 
which the interviewer had in front of him 
as he questioned the soldier. (Fig. 1.) When 
a soldier was suspected of neuropsychiatric 
disorder he was retained for consultation. 
The consultant received the physical exami- 
nation report, the qualification sheet and the 
special neuropsychiatric form when the sus- 
pect was brought to his office. Where the 
preliminary examiner required only a minute 


for his examination, the consultant could 
spend 10-30 minutes as might be necessary. 
At the conclusion of the consultation the 
reverse side of the neuropsychiatric form 
(Fig. 2) was filled out by the consultant with 
the suitable recommendation for disposition 
checked. A clerk then copied the diagnosis 
and recommendation which was sent to the 
regimental surgeon concerned, while the 
neuropsychiatric form itself was filed for 
record and reference purposes. 

The preliminary interviewers were in- 
structed to send all doubtful cases to the 
consultant for final recommendation. With 
experience and instruction the preliminary 
interviewers gained in psychiatric knowledge 
and insight so that where initially a high 
percent of doubtful neuropsychiatric suspects 
were submitted for consultation, the percent 
became less as time went on. That very 
few men who were neuropsychiatric mis- 
fits managed to escape this technique of 
screening, is attested to by the small number 
of referrals from the medical officers of the 
replacement regiments and also by the fact 
that to the best of our knowledge no men 
were returned from the port of embarkation 
for neuropsychiatric reasons after having 
once been examined. 

The description of the above screening 
technique is submitted because it is felt that 
(1) few neuropsychiatric misfits escape with 
this method, (2) it is economical in time 
and in use of clerical staff, (3) it permits 
sufficient time for a satisfactory consulta- 
tion, (4) it has been tried with thousands 
of soldiers and found to be practicable. 

Of the men thus examined only a small 
percentage were recommended as unfit for 
overseas or combat duty. Of the neuro- 
psychiatric rejections, most were diagnosed 
as psychoneurosis. 

It is true that no amount of screening 
before combat can eliminate all potential 
neuropsychiatric breakdowns. Under suffi- 
cient stress and strain any personality struc- 
ture may give way. The ordinary military 
career of a soldier from the time of induc- 
tion until he reaches combat may be divided 
into phases, each phase representing a more 
severe stress. Thus, induction itself repre- 
sents the first stress wherein an individual 
is severed from home and family situation. 
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Next comes basic training where the soldier 
must now endure the physical hardships 
of hikes and marches, infiltration and obstacle 
courses, learn to fire weapons, and become 
accustomed to the rigidity and discipline 


M-5 


and arrives at a replacement depot. The 
stress of such a depot has been discussed 
in the introduction to this paper. He is 
next sent to a port of embarkation where 
his departure for overseas is now a certainty, 


MEDICAL PROCESSING CLINIC 


NEUROPSYCHIATRIC CONSULTATION 


Name 


Neurotic Trends 
1. Somatic complaints 


Extremities 
Arms Hands 
Legs Feet 
Chest: Heart; Lungs 
Abdomen 
Head Special senses 


2. Easy fatigability 

3. Shortness of breath 

4. Precordial pain 

5. Tachycardia 

6. Palpitation 

7. Sweating 

8. Fainting spells 

9. Dizzy spells 

10. Tremors 

11. Feelings of inadequacy 

12. Sensitiveness 

13. Emotional lability 

15. Nightmares, sleep walking 

16. Bed wetting to age ...... 

17. Nail biting 

18. Insomnia 

19. “Nervousness” 

20. Ideas of somatic ............ disease 


that is part of military authority but withal 
he is still in garrison life. The next severe 
stress occurs during maneuvers. Here the 
comforts of garrison living are removed, the 
soldier is constantly on the move and he 
lives on and close to the ground. Later 
the soldier is assigned to overseas duty 


1944 
ASN 
Branch of Service 
History 
age 
2. Criminal record 
Convictions 


3. Sex and V. D. 

4. Hospitalizations 
Civilian 

5s. N & M diseases...... 

6. Work record 

Alcohol 

8. Convulsions 

9. Injuries 

10. Family history of N & M disease 


General Observations 
1. Vasomotor instability 
2. Psychomotor activity 
3. Emotion 
4. Mannerisms, posturing, gesturing 
5. Speech 
6. Alertness 
Personal appearance 
Suspected organic disease 


Arriving at an overseas station he is isolated 
physically from home, family and country. 
The rigors of overseas stations vary, de- 
pending on geographical location. For ex- 
ample in the tropics he is subject to heat, 
rain, mud, insects and deprived of many 
physical comforts to which he had been 
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CONSULTATION 


Recommended Disposition 


1. General duty (domestic or overseas) 


3. Reassignment 


a. To zone of interior (not rehabilitable) 


b. To zone of interior (suitable for therapy-possible future overseas assignment) 


c. Overseas, non-combatant status as (MOS) 
d. Unfit for overseas or combat in present assignment. 


4. Psychometric examination and 


recommendation from personnel consultant. 


Test and score 


5. Discharge: Under provisions of: Sec. II. Sec. VIII. Sec. X. 
Fic. 2 


formerly accustomed. The most severe stress 
of all is, of course, combat itself. 

During any of these phases of the military 
career, the stress of a given situation may 
be sufficient to precipitate a neuropsychiatric 
disorder depending on the resistance of the 
soldier as measured by his emotional stability 
and the state of morale. A well integrated 


THRESHOLD 74 
RESISTANCE 
TO NEURO- 


PSYCHIATRIC 34 
BREAKDOWN 21 


S+ 


personality should be able to pass through 
the successive phases without demonstrating 
severe neuropsychiatric pathology. Obviously 
the less the resistance of the individual the 
sooner will he break down in his military 
career. In this connection a hypothetical 
graph may be drawn illustrating what hap- 
pens during the various phases. 
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The individual’s resistance and threshold 
to neuropsychiatric breakdown is not a static 
one. It will vary with his physical environ- 
ment, with the state of individual or group 
morale and home situations. 

The criteria of mental unfitness for 
overseas combat duty as regards the psy- 
choses, mental defectives, chronic alcoholics, 
severe constitutional psychopathic state, epi- 
lepsy and neurological disorders are well 
established. It is in the classification of the 
psychoneuroses that difficulty lies. The 
establishing of clear-cut valid criteria in the 
psychoneuroses to determine who is and 
who is not fit for overseas combat duty is 
not alone a matter of psychiatric judgment 
but depends also on the varying attitudes 
of medical and line officers. It is a common 
experience among military psychiatrists to 
be confronted with the attitude that psy- 
choneurosis is not a reason for declaring a 
man unfit for overseas or combat duty. The 
writer has sometimes faced this attitude 
both in combat and in neuropsychiatric 
screening in the Continental United States 
to the effect that men who are diagnosed 
as cases of psychoneurosis are declared to 
be malingerers, fakers and “gold brickers.”’ 
It is unfortunate that this lack of apprecia- 
tion of the reality of this disabling condition 
exists. This attitude has been stressed in 
recent literature(1, 2 

Having been in combat and having seen 
neuropsychiatric breakdowns as a result of 
combat conditions, the writer is impressed 
with the similarity of the clinical picture of 
the anxiety neuroses in combat and those 
seen at the replacement depot. Whatever 
difference exists is not one of kind but of 
degree. The anxiety state of combat, the 
terrors and panic reactions are characterized 
by extreme fear usually experienced and 
identified as such by the patient himself. 
It is accompanied by sweating, flushing, 
tremulousness, palpitation, dizziness, appre- 
hensiveness, choking feelings and other auto- 
nomic symptoms. Physical collapse, night- 
mares, battle dreams, crying and fugue states 
are common. Feelings of guilt for fancied 
responsibility for the wounds and deaths 
of others are strong. The most dramatic 
feature of the neuropsychiatric combat break- 
down is the startle reaction which occurs 


[ Nov. 


usually in response to auditory stimuli, e. g., 
guns and planes nearby or any sudden noise, 
and occasionally in response to tactile stimuli 
such as result from attempts to move the 
about. For fuller description of 
combat neuropsychiatric reaction the reader 
is referred to Grinker’s excellent descrip- 
tions in “War Neurosis in North Africa’ (3). 
Almost all neuropsychiatric breakdowns in 
combat as described above are similar at the 


patient 


time of onset. Little variation is seen. How- 


ever, as time goes on and as the patient 
passes to rear echelons of medical evacuation, 
changes occur. From the original amorphous 
state there crystallizes out the more fixed 
and malignant neuropsychiatric state. Cases 
become the conversion hysterias, fixed anx- 
ieties, fugue states and depressions. 

drawn between 
these combat reactions and the anxiety state 


A correlation may be 
seen in the screened cases in overseas re- 
placements. The same features are present 
but more often we see in the screened over- 
seas replacements in the United States the 
translation of anxiety into organ language. 
Any system of the body may be involved. 
Most frequent are the stomach, legs, head, 
back, heart and chest. In those cases where 
organic systems are involved and constitute 
the presenting complaint, probing will dem- 
onstrate anxiety with its concomitant fea- 
tures. The role of emotions in these psy- 
chosomatic disorders has been discussed in 

The presence of anxiety in an individual 
significant in the decision as to 
whether he is mentally and emotionally fit 
for overseas or combat duty only upon 
evaluation of the previous personality struc- 
ture. At the depot the opportunity for eval- 
uation has been good at least for the individ- 
ual’s length of service. 


can be 


The men examined 
have been in the service for 4-6 months or 
longer. All have undergone basic training 
and service records are available. Sick re- 
ports and previous hospitalization records 
could be appraised. History of performance 
on rifle range, infiltration course, hikes and 
marches, etc., could be noted as well as the 
reaction to military discipline, authority and 
courtesy. Thus a more or less uniform base- 
line may be used in evaluating these men. 
The incidence of psychoneurotic casualties 
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is inversely proportional to the state of 
morale. Morale is a complex situation but 
may be defined briefly as the willingness 
to fight and die, if necessary, for the cause 
at hand. “Morale is a state of mind which 
enables a soldier or civilian or millions of 
such people to carry on and persevere in 
their missions in spite of the most adverse 
conditions, disheartening developments, de- 
featist rumors, fatigue, hunger, great phys- 
ical discomforts and even the threat of 
actual death.” (7) 

Good morale is fostered and preserved 
by the following factors: understanding and 
conviction for the need to fight, accompanied 
by a personalized concept with affective com- 
ponents for this conviction; a feeling of 
usefulness in the performance of duty with 
utilization of the individual’s qualifications ; 
good officer leadership (father figure) pro- 
ducing a sense of fair treatment ; good train- 
ing and knowledge in the use of weapons ; 
proper physical conditioning and recreation. 

There are a number of reasons which may 
explain why a neuropsychiatric misfit is able 
to escape psychiatric weeding processes and 
get as far as an overseas replacement depot. 
First of all, any neuropsychiatric service 
must perforce depend on the psychiatric 
orientation of line and medical officers, for 
these are the officers who make the majority 
of referrals. Should psychiatric orientation 
and insight be limited or absent, then nat- 
urally the number of referrals will be small. 
As examples of failure to refer neuropsy- 
chiatric suspects, were soldiers seen during 
our screening. They stated that upon their 
appearance at sick call with a somatic com- 
plaint, after physical examination failed to 
disclose an organic basis for their complaints, 
they were called goldbrickers and were told 
not to report at sick call again. In other 
instances men dropped out of hikes and 
marches because of various somatic com- 
plaints, weakness or syncope. These men 
were thereupon given a job as truck driver, 
cook or any job which might relieve them 
from further marching. In yet other in- 
stances of men who suffered acutely with 
panic and startle reactions when firing a gun 
and had consequent difficulty in qualifying, 
if they did so at all, mirabile dictu, they were 
sometimes listed as military occupational 
specialists, 745, rifleman. Improper use or 


failure to utilize an individual’s special quali- 
fications without explanation was another 
factor which precipitated resentment and 
frustration. Had psychiatric interviews been 
requested in the situation described, it is 
quite likely that either a psychiatric misfit 
would have been weeded out or by psycho- 
therapy or administrative change an effective 
soldier would have resulted. The recent 
allocation of division psychiatrists will in 
all probability enable them to alleviate some 
of these difficulties. 

Another factor which allows a psychiatric 
misfit to escape weeding is the tendency to 
disregard the psychiatrist’s recommendations 
and over his recommendation allow the sol- 
dier to be sent into combat. This same ex- 
perience was encountered in World War 
1(8). 

It is axiomatic to say that to send a neuro- 
psychiatric misfit into combat, when the 
minds of the most stable men are in a panic- 
trigger state, would not be in the best in- 
terests of the service. It is like touching 
the match to the powder, for these misfits 
will almost certainly break down and thereby 
influence the others. Furthermore, allowing 
such men to get into a combat situation, 
aside from their irresponsibility in carrying 
out a mission, requires the attention of one 
or two other men to rescue them thereby 
increasing the non-effective rate of combat 
troops-at a time which is, to say the least, 
crucial. 

It seems to this writer that any system 
of psychiatric screening which depends solely 
on referrals will be only as effective as the 
degree of psychiatric orientation and insight 
of the referring officers concerned. Where 
such orientation and insight are lacking it 
is obvious that neuropsychiatric misfits will 
escape undetected. Emmanuel Miller, quot- 
ing from Vol. X, the Medical Department 
of the U. S. Army in the World War, has 
a similar commentary in his book “The 
Neurosis in War.” It was applicable to 
World War' I and is still as significant in 
World War II(9). The present rate of 
neuropsychiatric breakdowns overseas and 
in combat indicate very strongly that, in 
spite of such screening as is being accom- 
plished, many neuropsychiatric misfits arrive 
in overseas and combat theatres. 
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CONCLUSIONS 


1. A technique for rapid neuropsychiatric 
screening has been described. 

2. Comment has been made on some of the 
factors inherent in the difficulties of accom- 
plishing adequate psychiatric screening. 
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A METHOD OF PSYCHOBIOLOGIC * EVALUATION 
J. ROBERT JACOBSON, Lr. Compr. M.C., U.S.N.R. 


Formal psychological testing leaves much 
to be desired in the evaluation of intelligence. 
The numerical intelligence quotient repre- 
sents a somewhat barren figure which fails 
entirely to include the qualitative variations 
in intellectual functioning which may exist 
on the same intelligence quotient levels. Pre- 
occupation with standardization and uni- 
formity has sacrificed considerable clinical 
deductions and inferences. The value of ac- 
curate statistical studies is rendered more 
questionable since the psychiatrist has no 
accurate, ‘scientific’ statistical method of in- 
tegrating this quotient with the other per- 
sonality factors. Adequate psychobiological 
orientation is essential to good clinical psy- 
chiatric practice. The test situation described 
here includes the psychobiological function- 
ing of the individual in acts of graded com- 
plexity which demand the active attention of 
the whole person in each response. 

The examining procedure is a systematic 
amplification of the several items employed 
by Henry Head? in the examination of 
aphasics. He used several pictures of a man 
who pointed to his left eye with his right 
hand or to his right ear with his left hand. 
The speechless motor aphasic could correctly 
perform a mirror image, but could not cor- 
rect the mirror because he could not verbalize 
the movements either aloud or silently. Henry 
Head accepted the conclusions and general- 
izations of Hughlings Jackson* regarding 
the essential nature of aphasic phenomena 
and emphasized ‘internal speech’ as necessary 
for right and left orientation. Studies of 
aphasia offer the psychiatrist his most funda- 
mental basis for mind-body generalizations. 
They are inevitably psychobiological studies 
since they continually include considerations 
of brain physiology and pathology. The or- 


1 Billings, Edward G. A handbook of elementary 
psychobiology and psychiatry. Macmillan, 1939. 

2 Head, Henry. Aphasia and kindred disorders 
of speech, Vol. I. Cambridge University Press, 
1926. 

8 Jackson, John Hughlings, Selected Writings of. 
Vol. II, Edited by James Taylor. Hodder and 
Stoughton Ltd., London, 1932. 


ganization of the present test situation em- 
phasizes the organismal participation of mind 
and body. 

There are 50 items in the test divided 
into 10 groups of 5 items each. An intro- 
ductory vocabulary section establishes rap- 
port and determines the patient’s vocabulary. 
This section is introduced as follows: “I am 
going to point to various parts of the body, 
and I want you to name them.” The ter- 
minology given is the one employed in the 
balance of the testing. The administration of 
Groups I-VI requires little elucidation. The 
time is noted in seconds and tenths of a 
second and notation is made of any peculiar- 
ities in the manner of performance. An 
erroneous response which is corrected with- 
out prompting is noted as ‘c.’ If the error is 
not corrected, the man is told that his per- 
formance is incorrect. The amount of help 
represented by the statement “That’s wrong” 
is noted on the scoring sheet as R1. The total 
time involved from the moment the com- 
mand was given to the correct execution 
after the help given is noted in seconds. 
Thus, R1,31.2 would mean that the person 
had to be told once that his response was 
wrong and then correctly executed the act, 
the total time of the procedure taking 31.2 
seconds. 

Groups VII to X make use of 20 photo- 
graphs of finger appositions of the right and 
left hand. In Group VII the man is asked 
to label the fingers touching in the picture. 
The words uniformly employed are: “I am 
going to show you a picture. I want you to 
tell me which fingers are touching in this 
picture.” In order that there shall be no 
question, one example is given. “For ex- 
ample, in this picture (31) the left middle 
finger is touching the right ring finger.” 

In Group VIII the man is asked to imitate 
the positions rather than merely name them. 
These 5 photographs are introduced as fol- 
lows: “I am going to show you some pictures. 
I want you to place your fingers in the same 
position as the fingers touching in this picture. 
There are two fingers touching.” 
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Group IX is introduced as follows: “I am 
going to show you some pictures. I want you 
to tell me which fingers are touching in the 
picture. There are four fingers touching. 
Start at the top and tell me which finger of 
the left hand is touching which finger of the 
right hand.” Group X is introduced by say- 
ing: “I am going to show you some pictures. 
I want you to place your fingers in the same 
position as the fingers touching in this pic- 
ture. There are four fingers touching.” If 
the person performs incorrectly, he is told 
that his performance is incorrect. The de- 


Table I 
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examined were definitely of at least average 
intelligence or above. This was determined 
from their scholastic record, their work rec- 
ord, the usual intelligence tests, and personal 
interview. These persons were grouped to- 
gether in Class A. On the same basis another 
group of individuals who had a poor scholas- 
tic record, poor work record, and performed 
poorly in the usual intelligence tests were 
labelled as Class B. The relative results in 
the test performances are shown in the table. 

A sufficient number were examined to 
furnish a practical basis in the use of the 


Comparison Between Class A & Bo 


gree of help is noted as Rr. If, in spite of 
this help he still is unable to complete the 
act correctly, he is told, “Why don’t you 
say it first and then do it?” This amount of 
help is noted as R2. Any further help is 
noted R3. The standardization of the learn- 
ing situation in this testing adds considerably 
to the value of the test results. 

The scoring of the statistical material will 
include the time of performance, the correc- 
tions or ‘c,’ and the number of R items. A 
table is appended showing the results in 
100 men. These men were an average run 
of the population, presumably normal in- 
dividuals so far as history and examination 
could determine. A number of the men 


test and in its interpretation. As is seen in 
the table, the performance in Groups I, II, 
III, and IV and V, does not differ signifi- 
cantly in Class A and Class B. Those of 
lesser intelligence on the whole execute the 
easy items of these groups as rapidly and 
accurately as those of greater intelligence. 
Group VI does show an average time of 
performance of 4.6 seconds for Class B and 
2.3 seconds for Class A. Likewise, the long- 
est time of performance, 14.6, is considerably 
greater than 5.5 in Class A. In other words 
there was one individual who was obviously 
of at least average intelligence who required 
5.5 seconds for the performance of the items 
in Group VI, while there was one in Class 
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3 of a low level of intelligence who required 
14.6 seconds. Twenty men of Class B re- 
quired R1 help to perform 3 items amongst 
the 100 given. No individual in the A class 
required help in this group. Group VII 
shows a significant difference in the time of 
performance of the two Classes A and B. 
The average time for Class A was 5.2, and 
that for B was 10.4. The extremes of per- 
formance are also interesting, that in Class 
A ranging from a minimum of 3.6 to a maxi- 
mum of 8.3, while that in Class B ranged 
from a minimum of 4 seconds to a maximum 
of 48.4. This merely emphasizes that al- 
though some mental defectives may have 
difficulty with this Group, the higher levels 
of mental deficiency including high grade 
morons and borderline defectives may have 
none at all. 

As would be expected as the items become 
more difficult, the discrepancy between Class 
A and Class B becomes noticeably greater. 
Group VIII was performed by Class A in an 
average 6.8 seconds and by Class B in 17.8 
seconds. But much more significant is the 
amount of help needed by Class A, an 
average of one Ri degree of help per man 
examined (actually 22/25 R1). Class B 
required an average of nine tenths R1, 12 
R2, 1/5 R3, and in g out of 100 items the 
man could not perform the item at all even 
with maximal help. 

Group IX is actually somewhat easier than 
Group VIII. This is shown by the smaller 
difference of time performance and degree 
of help needed to execute these items. 

Group X is by far the most difficult. As 
will be seen in the table, Class A required 
an average time of 26.4 and Class B an 
average of 49.9, but much more significant, 
there were 23 items of a total of 100 which 
could not be performed even with maximal 
assistance, and the amount of help needed 
on the items that could be performed was 
considerably greater. 

On the basis of these results it may be 
stated that any individual who cannot per- 
form the items of Groups VII, VIII, and IX 
is undoubtedly mentally defective. Indivi- 
duals of borderline level of intelligence can 
perform the items of Group X with consider- 
able R3 help and in a time considerably 
greater than 26 seconds. For example, an 
average time of 60 seconds and R3 help on 


two or more items would certainly indicate 
at least a borderline level of mental defic- 
iency. 

The performance of individuals in solving 
the problems of right and left orientation 
does offer a fairly accurate basis for the 
estimate of the level of intellectual function- 
ing. But this was not the primary objective 
in devising this test. In the course of the 
examination the psychiatrist is enabled to 
observe the behavior of individuals in a uni- 
form and fairly well standardized situation. 
The primary interest is the observation, 
adequate description, significant analysis and 
interpretation with a viewpoint to some thera- 
peutic and prognostic lead, and some under- 
standing of the qualitative as well as quanti- 
tative variations in mental functioning. The 
statistical treatment as described may be con- 
sidered as primarily treating with the quanti- 
tative aspects; a description of the manner 
in which the man performs will give clues to 
the qualitative variations. 


DESCRIPTIVE ANALYTIC EVALUATION 


The psychobiological functioning of the 
individual will manifest itself early in the 
quality of attention, concentration and in- 
terest, as shown in the way he responds in 
the test. He may evince a careless type of 
performance which parallels his responses 
in other life situations. This will affect his 
statistical score. For example, a man who 
makes errors and then corrects himself will 
have scores showing the ‘c’ following the 
time. The statistical score of the person 
who is impulsive and unable to deliberate 
before responding many resemble that of the 
person who fails to take pride in his perfor- 
mance, is insensitive to social reproof, and 
has a lack of energy drive in the direction 
of maintaining an adequate plane of perfor- 
mance. It will become readily apparent 
through observation during the examination 
which type of performance is present. 

In the same way, the qualities of careful 
attention and effort are readily demonstrated 
during the examination. The individual cor- 
rects his own errors, controls his impulsive- 
ness, and is obviously anxious to do his best 
in the situation. 

The learning situation, especially that in- 
volved in Groups VIII and X gives consid- 
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erable insight into the way the man meets 
a difficult problem. The tendency toward 
confusion is well evidenced in terms of right 
and left orientation and will to a great extent 
parallel the tendency to confusion in any 
difficult life adjustment. 

Confusion as used here has much the same 
significance as puzzled, perplexed, and failure 
to understand or comprehend. The indivi- 
dual is ‘confused’ because of the tendency to 
perform in mirror images. It is necessary 
for him to reorient himself to those mirror 
images. His ability to reorient will test his 
ability to correct his own errors. The amount 
of help needed in this learning situation 
tests his ability to profit by instruction. 

One may measure the part played by 
language since in Groups VII and IX the 
individual is expected to verbalize, while in 
Groups VIII and X verbalization does not 
play a part. 

The following cases illustrate the descrip- 
tive dynamic qualitative studies possible in 
this test. 


A man who reached the eighth grade at 18 and had 
failed 3 or 4 grades had a full scale IQ on the 
Bellevue-Wechsler of tor. In the test situation 
he had frequent ‘confused’ periods. He would move 
quickly and uncritically and the notation ‘cor- 
rected’ was made on the scoring sheet. For ex- 
ample, item 13 in Group III was corrected, as 
were item 18 in Group IV, item 24 in Group V, 
items 27 and 28 in Group VI. He required some 
correction in Groups VII on one item of RI 
degree, in Group VIII on one item, in Group IX 
on one item, and in Group X on item 49 he required 
a maximum degree of help and took seven minutes. 
His efforts during this ‘confused’ period were 
quite absurd. He would persist in the same error 
even when told it was wrong, did not profit by 
the help given him, and appeared quite helpless. 
He did persist, however, and eventually performed 
the task. It was apparent that the man did have the 
necessary intellectual ability since he had _ per- 
formed similar items without help, but it was also 
apparent. that he had a tendency to develop ‘con- 
fusional’ reactions in which temporarily his ability 
to think constructively was reduced to a minimum. 
This is of considerable interest since later this man 
developed violent headaches, became apathetic, list- 
less, and was unable to adjust to a life situation 
(military service). It is suggested that there is a 
significant parallel between the confused period 
with inability to orient to right and left in the 
examination and the neurosis he developed in the 
life situation. The neurotic manifestations are here 
considered as part of the patient’s ‘confused’ re- 
action to a difficult social orientation. 

HOF is a man of 35 who at the time of his 
interview appeared quite tremulous and ill at ease. 


[ Nov. 


His voice quivered and his general attitude was a 
childlike one of plaintiveness with a_ beseeching 
attitude of helplessness. His life adjustment and 
his good scholastic record seemed to rule out any 
question of intellectual deficiency. While under- 
going the test he became confused in Group X, 
No amount of help was of any avail. He literally 
could not think constructively at all. He would 
label wrong, or label right and perform wrong. 
He would persist in the same errors. However, 
when he returned a week later, he had no difficulty 
with Group X. There was no question of the man’s 
intellectual adequacy, but the profound confusional 
state which developed does significantly character- 
ize the man. It agrees with the tremulousness, lack 
of self assurance, childlike dependence and help- 
It does point to a fundamental emotional 
instability. He may very well develop a similar 
‘confused’ terror-stricken state in a real life situa- 


le ssness, 


tion in the form of a neurosis or psychosis. 

A very characteristic disturbance of think- 
ing which presents itself in this form of test- 
ing is that of impulsive, uncritical careless 
effort. The following illustrates. 


A man reached the 1oth grade at 17 and gave a 
history of never failing and apparently having 
had no trouble learning in school. He had a 
verbal IQ of 111, a performance IQ of o1, and 
a full scale IQ of tor on the Bellevue-Wechsler. 
In the testing he showed very marked disturbance 
of thinking in orientation to bodily parts and move- 
ments. For example, in the vocabulary section he 
could not recall the word for elbow, and said 
‘ankle.’ In a subsequent examination he repeated 
the same response, indicating that it was not a 
temporary, momentary difficulty. He could not 
recall the word for palm. He had no trouble 
performing the simpler items of Group VII, but 
in the imitations he had very considerable diffi- 
culty. He had to be coached repeatedly. He con- 
fused right and left, and at times made ridiculous 
efforts. This was interpreted as due to his tendency 
to become tense, flustered, and to lose his critical 
discrimination, so that the most obvious error 
could not be corrected. In Group X he showed 
that he could label correctly, but he could not 
perform as he verbalized, and he would fumble 
helplessly. He had similar difficulty in performing 
the manual of arms on the field or in executing 
maneuvers, and he was given up as hopeless by 
the corporal. This man had to be sent home 
because of this disturbance of thinking which was 
not demonstrated in the usual psychological tests 
but was clearly evidenced in this particular test. 

Another man whose personality was quite whole- 
some and who had a very good school record, 
having received straight A’s in high school, had a 
total IQ of 116. He had great trouble adjusting 
to military life because of his extreme difficulty in 
thinking accurately in terms of the manual of 
arms and field maneuvers. The corporal had 
given him up. In this test situation, he showed 
marked confusion in Group VIII, required R3 
help, required help in Group IX and extreme help 
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in Group X. In this case the poor response to the 
test was a specific disability and not a measure 
of his general intelligence. It was possible to 
employ this test procedure therapeutically, and 
in a few weeks he improved sufficiently to execute 
adequately the manual of arms and get on with 
the military training. The value of this type of 
testing in these particular military situations was 
quite evident. Otherwise it would have been neces- 
sary to accept the corporal’s estimate since the 
psychiatrist would have had no comparable means 
of discovering the patient’s specific disability. The 
ordinary psychological testing gave no clue. 

A man may have a poor scholastic record, 
be apparently dull intellectually, and on the 
Bellevue-Wechsler score 67, thus confirming 
our impression of a borderline level of in- 
telligence. In the course of our test obser- 
vations, however, we may note qualities of 
persistence, ability to improve under patient 
coaching, and we may conclude that this man 
may make good in a life situation where 
another mental defective who has a higher 
].Q. may lack persistence, courage, readily 
give up under difficulties and be utterly un- 
able to adjust. 

Not infrequently one observes an indivi- 
dual who is very indolent, careless and in- 
attentive, who performs poorly until stimu- 
lated adequately. When he braces up, his 
performance improves, at times quite strik- 
ingly. One may conclude from these obser- 
vations that in an environment which pro- 
vides adequate stimulation he may perform 
sufficiently well, but if he is left to his own 
devices, his performance will sink consider- 
ably below his potentialities. 

It should be emphasized that although a 
uniform situation is presented, the examina- 
tion should not become stereotyped. It is 
intended primarily as a tool which shall bring 
out all the ingenuity and skill of the examiner 
without materially varying the standardiza- 
tion. Each individual requires different 
handling to bring out the important per- 
sonality characteristics. One of the important 
observations made in the course of the test- 
ing is the responsiveness to stimulation. For 


example, a man who became nervous and 
confused in the course of the examination, 
became pale, sweated profusely, and ap- 
peared about to faint. He did not faint, but 
continued to apply himself to the task and 
improved in his performance. One could 
draw the conclusion that although this man 
was unduly sensitive, he did have construc- 
tive compensatory reactions which would 
carry him through a life situation. 

This procedure has added value since it 
is readily administered where language hand- 
icap plays a part. Thus in a Navajo Indian 
with very little comprehension of English, 
it was possible to determine that his level 
of intelligence was quite high as determined 
by his performance of Groups VIII and X. 


SUMMARY 


An examining procedure has been pre- 
sented which is an elaboration of certain 
items employed by Henry Head in the ex- 
amination of aphasics. Statistical results are 
presented based upon a comparison between 
the performance of individuals above average 
intelligence and those at or below the border- 
line. The responses of individuals to prob- 
lems of right and left orientation in acts of 
graded complexity give a fairly accurate 
approximation to the levels of intellectual 
functioning obtained in the Bellevue-Wechs- 
ler and similar test procedures. 

The primary emphasis in this examination 
is the descriptive analytical evaluation which 
includes the observation of the quality of 
attention, concentration and interest of the 
man, qualities of carefulness, carelessness, 
lack of interest, response to instruction, con- 
fusional tendencies, and the ability to re- 
orient and get hold of one’s self in a difficult 
problem-solving situation. These charac- 
teristics are regarded as indicative of the 
psychobiological functioning of the person 
in other life situations, notably in military 
service. This test procedure is especially 
valuable as screening aid in induction work. 


PSYCHOSOMATIC RESPONSES INCLUDING ORIENTATION TO RIGHT, LEFT 
ITEMS OF INCREASING COMPLEXITY 


VOCABULARY 


Examiner points to following parts of his own 
body and asks “What do you call this part of 
the body?” 

a. Eye. 

b. Nose. 


Eyebrow. 
Forehead. 
Thumb. 

Index finger. 
Middle finger. 
h. Ring finger. 
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A METHOD 


i. Little finger. 
j. Palm of hand. 
k. Elbow. 
I. SIMPLE COMMANDS 
1. Touch your eye. 
2. Touch your eyebrow. 
3. Show me your index finger. 
4. Show me your ring finger. 
5. Touch your forehead. 
II. LESS SIMPLE COMMANDS 
6. Close your eyes and bend your head. 
7. Clasp your hands together and raise them to 
your chin. 
8. Fold your arms and look up. 
9g. Bend your head and tap the floor with your 
heel. 
10. Raise your head and open your mouth. 
III. COMMANDS INVOLVING RIGHT AND 
LEFT 
11. Touch your right ear. 
12. Touch the palm of your left hand. 
13. Show me your right thumb. 
14. Show me your left index finger. 
15. Show me your right little finger. 
IV. COMBINATION OF COMMANDS 
INVOLVING RIGHT, LEFT 
16. Place your right thumb over your right eye. 
17. Place your left thumb over your left ear. 
18. Touch your right thumb with your right little 
finger. 
19. Place your left hand on your left knee. 
20. Place your right little finger over your right 
eyebrow. 
V. RIGHT, LEFT COMMANDS ON OPPO- 
SITE SIDES OF BODY 
21. Touch your right eye with your left index 
finger. 
22. Place your right little finger over your left 
shoulder. 
23. Place your left ring finger on your right eye- 
brow. 
24. Place your right elbow in the palm of your 
left hand. 
25. Place your left middle finger upon your right 


26. 
27. 


28. 


cheek. 


VI. RIGHT, LEFT ORIENTATION IN 
FINGER APPOSITIONS 


Place your left thumb against your right thumb. 

Place your right middle finger against your left 
little finger. 

Place your right little finger against your left 
ring finger. 
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). Place your left middle finger against your right 
index finger. 
. Place your left thumb against your right ring 
hnger. 
NAMING FINGERS 
PICTURE 
“Which fing 
ture? 
“Which finger of the left hand is touching 
which finger of the right hand?” “For 
example, etc.” 
eft middle and right ring. 


TOUCHING IN 


ers are touching in this pic- 


eft thumb and right index. 
eft index and right little. 
eft ring and right thumb 
eft little and right ring 


VIII. IMITATION 
“Place your finge 
the fing: 


eft ring, right middle 


rs in the same position as 
rs touching in this picture.” 


f+ 
Cil 


index, right ring. 
t little. 


eft middle, right index. 


I 

I 

Left ring, rig] 
] 

Left little, 


right index. 
IX. NAMING OF FOUR FINGERS 
TOUCHING 
“Which fingers are touching 
ture? 

“Which finger of the left hand is touching 

which finger of the right hand and 
then again which finger of the left 
hand is touching which finger of the 
right hand?” 

Left index—right middle. 

Left middle—tright ring. 

Left thumb—right index. 

Left index—right middle. 

Left middle—right ring. 

Right little—left little. 

Left thumb—right thumb 

Left index—tright ring. 

Left index—tright thumb. 

Left little—right ring. 


in this pic- 


X. IMITATION 


“Place your fingers in the same position 
as the fingers touching in this picture.” 
Left index—right middle. 
Left middle—right little. 
Left middle—right middle. 
Left little—right thumb. 
Right middle—left index. 
Right thumb—left ring. 
Left little—right index. 
Left index—right middle. 
Left thumb—right index 
Left ring—right little. 


slig 
tior 

whi 
crit 
bot 
hos 
as 1 
if < 


L 
500, 
and 
mill 
the 
cific 
: 
epil 
35. | duc 
that 
38 
3 
sta 
| as 
epi 
al 
titi 
4! col 
Sul 
us 
13 mi 
| th 
44 | to 
co 
so 
co 
| > 
in 
n 
is 
47. tt 
te 
b 
oe 
|_| 50. it 
il 
c 
\ 


| Nov. 


our right 


ight ring 
NG IN 


this pic- 


touching 
“For 


sition as 
cture.” 


RS 
this pic- 


touching 
and and 
the left 
r of the 


position 
picture,” 


THE EPILEPTIC IN THE ARMY * 
EPHRAIM ROSEMAN, Caprt., M.C., A.U.S. 


Lennox estimates that there are between 
500,000 and 700,000 epileptics in this country 
and, in addition, there are approximately 10 
million people with a cerebral dysrhythmia in 
the United States. Army regulations spe- 
cifically prohibit the induction or enlistment 
of an epileptic into the Army, but not all 
epileptics have been weeded out at the in- 
duction centers. Thus one would estimate 
that the incidence of epilepsy in the Army is 
slightly less than that in the civilian popula- 
tion. 

Epilepsy, unfortunately, is a “disease”’ 
which has no objective signs and diagnostic 
criteria are not always clear. The difficulty, 
both in the induction centers and in the army 
hospitals arises when the question comes up 
as to what constitutes an epileptic. Of course 
if a convulsion is seen, the problem is easily 
answered. Although army regulations do not 
state so specifically, many men interpret them 
as meaning that no one can be called an 
epileptic unless a convulsion is witnessed by 
a medical officer. Yet not all general prac- 
titioners or even specialists have seen many 
convulsions. By the time a physician is 
summoned and/or arrives, the patient is 
usually conscious. Also, there are probably 
more than 25 per cent of epileptics, even in 
the army age brackets, who do not have 
tonic-clonic fits. Thus comparatively few 
convulsions actually are seen—at least the 
so-called “typical epileptic convulsion.” Ac- 
cordingly the epileptic in some hospitals may 
be kept on the wards from 3-6 months wait- 
ing to have a convulsion—and in most cases 
never obliges. Or if he should have one it 
is usually not seen by a medical officer and 
the problem still remains unsolved. The al- 
ternative is to return the epileptic to duty, 
but almost invariably he returns in the near 
future after another ictus and then the 
entire process repeats itself. Occasionally, 
in some institutions, vigorous attempts at 
induction of seizures (other than overventi- 


1 Read at the Centenary Meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., 
May 15-18, 1944. 
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lation and alkalosis) are made, with failure 
in most instances, due in a great measure to 
the homeopathic administration of pitressin 
and fluids. And even if an individual should 
have a convulsion under the régime of severe 
hydration, epileptologists are at variance in 
their opinion as to whether the subject is 
necessarily an epileptic. 

Thus the problem in the Army, unlike that 
in civilian life, is primarily a diagnostic one 
and until the use of the electroencephalo- 
graph, the question of therapy was only 
secondary. In the period from November 
I, 1942 to March 15, 1944, 364 epileptics 
were seen at the Walter Reed General Hos- 
pital. With the diagnostic aid rendered by 
the electroencephalograph, the length of hos- 
pitalization has been cut from an average of 
14-16 weeks to 3-6 weeks, thus making beds 
available for more needy subjects, and saving 
thousands of dollars in the cost of unneces- 
sary hospitalization. At the same time, efforts 
could then be pushed in the direction of 
therapy—both in the education of the patient 
and the community and in the medicinal 
treatment; or, briefly, psychotherapy and 
chemotherapy. Inasmuch as the problem of 
petit mal is practically a negligible one in the 
Army (less than 5 per cent), the medicinal 
treatment of the epileptic is a simple one and 
one which epileptologists state can be suc- 
cessful in 80-go per cent of the cases, espe- 
cially with the use of the more recent anti- 
convulsants. 

Tables 1 and 2 illustrate the fact that, 
essentially, we are dealing with the same 
type of epileptic distribution in the army as 
we have in civilian life. Table 2 is taken 
from the first 1000 cases of Gibbs, Gibbs and 
Lennox. An apparent discrepancy is noted 
in that in our series we have 72 per cent with 
the grand mal disorder alone, as compared to 
54.4 per cent in that of Gibbs, Gibbs and 
Lennox. However, 41.7 per cent of the lat- 
ter’s series were in individuals up to the age 
of 20 whereas only 5.8 per cent of our series 
were in this age group. Accordingly the 
problem of petit mal in the army series is 
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practically negligible (5 per cent petit mal Table 3 indicates that more than 80 per} the 
alone or in combination, compared to 24 per cent are “idiopathic” or “essential” epileptics, pet 
cent in Gibbs, Gibbs and Lennox). We have a distribution not unlike that seen in any} Joy 
8 per cent with focal fits and 15 per cent large series. The war is, as yet, too young | ve! 
epi 
TABLE 1 | ha 
INCIDENCE OF DIFFERENT TYPES OF CLINICAL SEIZURES AND COMBINATION OF SEIZURES AMONG 364 m« 
PaTIENTS OF VARIOUS AGES (WALTER REED SERIES) ep 
Petit mal an 
grand mal Grand mal ’ 
Petit mal and and ele 
and psycho- psycho Psyct Total fic 
Petit mal, grand mal, motor, Grand m motor, motor Focal, number 
Age per cent per cent per cent per cent per ¢ er ce per cent of cases ley 
0-4 14 57 29 7 ju 
5 5 42 16 21 II 19 
I 2 75 4 II 7 120 
SE ee 2 2 I 76 4 12 3 88 
2 72 3 10 13 54 Ni 
10 59 3 14 14 34 ON 
100 I5 | Pe 
67 II 22 9 
2 3 0 72 I! 8 364 
TABLE 2 = 
INCIDENCE OF DIFFERENT TYPES OF CLINICAL SEIZURES AND COMBINATIONS OF SEIZURES AMONG 1000 Pr 
EPILEPTIC PATIENTS OF Various AGEs (GrpBs, GIBBS AND LENNOX) 
Petit mal, | 
grand mal Grand mal 
Petit mal and and 
and psycho- psycho- Psycho- Total 0 
Petit mal, grand mal, motor, Grand mal motor, motor, Focal, number ce 
Age per cent per cent per cent per cent per cent per cent per cent of cases 
17.9 10.7 0.0 46.4 0.4 3.6 21.4 28 
27.2 1.2 40.7 0.7 7.4 12.3 81 al 
17.6 26.6 0.0 37.4 6.4 6.9 5.3 131 
5.6 20.9 53.6 5.6 6.8 177 
Re 2.1 21.8 3.5 53.5 6.5 10.6 2.1 142 : 
a dniikctS wis 48 16.3 3.8 57.6 8.6 8.7 0.0 104 W 
2.3 11.6 1.2 62.7 10.5 7.0 4.6 86 6 
2.5 3.8 0.0 62.5 17.5 12.5 1.2 80 s] 
Oe 1.9 1.9 0.0 59.6 17.3 11.5 7.7 52 r 
0.0 6.8 2.3 63.6 6.8 4.5 15.9 44? 
ee 0.0 5.3 0.0 73.3 6.7 6.7 8.0 75 | 
15.3 54.4 7.6 8.1 5.7 1000 | 
0 
TABLE 3 s 
ASSOCIATED OR “UNDERLYING” CAUSES IN 364 EPILeptics * ¢ a 
Subdural f 
“‘Idio- Head Birth Cerebral hematomas Other S 
Total pathic”’ injury “Rum fits” Migraine injury thrombosis Tumor (acute) “causes” c 
364 282 34 12 7 6 6 6 2 9 f 
Per cent 97.5 9.3 3.3 1.9 1.6 1.6 1.6 0.6 2.6 I 
* 311 males; 53 females. t 49 of 364 gave family history of epilepsy. I 
r 
with psychomotor or epileptic equivalents to adequately interpret the traumatic states : 
alone or in combination as compared to 5.7 and their effect on the production of epilepsy. j 
per cent and 17.4 per cent respectively in It was found that 85 per cent of the ; 
the civilian series. epileptics have a “cerebral dysrhythmia” in 
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the resting state and that an additional 3 
per cent show abnormalities during or fol- 
lowing a 3-minute period of intense over- 
ventilation. It is of interest that 27 of the 
epileptics would have shown normal EEGs 
had the records not been repeated two or 
more times.? It must be remembered that 
epilepsy, clinically, is an episodic disease, 
and one would expect a similar reaction 
electrically. It is our opinion that if a suf- 
ficient number of EEGs are taken on epi- 
leptic subjects with an attempt to take them 
just before or after their ictus, the percentage 


Table 5 indicates that 47.8 per cent of this 
series have had seizures for 5 years or more 
—indicating almost without a doubt that 
this group was enlisted from civilian life 
with epilepsy. But more important yet is 
the fact that 34.9 per cent had been having 
seizures for I year or less. This fact, we 
believe, confirms the feeling of many epi- 
leptologists that the stress of army life (at 
home or abroad) tends to precipitate epilepsy 
in an individual already predisposed or with 
an inherited cerebral dysrhythmia. Tables 
6 and 7, furthermore, show that the number 


TABLE 4 
INCIDENCE OF NUMBER OF SEIZURES IN 364 EPILEPTICS 
Number of seizures......... I 2 3 4 5 aoe ? 
Number of epileptics........ 40 38 19 9 7 245 
Per cent of epileptics........ 11.0 10.4 £2 2.5 1.9 67.4 1.6 
TABLE 5 
INCIDENCE OF NUMBER OF YEARS OF SEIZURES IN 364 EPILEPTICS 
Years of seizures....... <I I 2 3 4 5 6-9 10-14 15-20 20+ ? 
Number of epileptics.... 96 31 21 28 6 23 44 25 42 40 
Per cent of epileptics.... 26.4 8.5 5.8 a9 1.6 6.3 12.0 7.0 11.5 II.0 2.2 
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of abnormalities would approach 100 per 
cent. Similarly, with the EEG, by taking 
serial daily or weekly records, we have been 
able, at times, to predict the occurrence of 
a fit. Yet, the incidence of abnormalities in 
random EEGs is still quite significant as 
well as the response to overventilation. Of 
638 EEGs (364 epileptics), 21 per cent 
showed normal and 79 per cent abnormal 
resting tracings. Of 553 epileptic records 
with overventilation, 55 per cent showed 
abnormal response. 

Tables 4, 5, 6, and 7 show the number 
of seizures and the number of years of 
seizures in 364 epileptics. These tables also 
attempt to note what effect, if any, these two 
factors have on the EEG pattern. There are 
several points of interest. It will be seen 
from Table 4 that a large percentage (11 
per cent) have had only one seizure, or 31 
per cent have had 5 seizures or less—which 
makes for a considerable diagnostic problem. 


2 Of the “normal EEGs” repeated two or more 
times, 9 resting records remained normal, but 4 
had an abnormal response to overventilation. 


47.8 per cent 


TABLE 6 


RELATION OF NUMBER OF SEIZURES TO EEG 
PATTERN (638 EEGs) 


Total 

number of Normal Abnormal 

seizures EEGs EEGs 

I 12(21%) 44(79%) 

2 10(23%) 34(77%) 

3 8(27%) 22(73%) ¢127(75%) 
4 8( 40%) 12(60%) 

5 6(290%) 15(71%) 

s+ 90 (19%) 377(81%) 377(81%) 


Total. ..134 (21%) 504(79%) 504(79%) 


TABLE 7 
RELATION OF YEARS OF SEIZURES TO EEG Patrern 
(638 EEGs) 
Years of Normal Abnormal 
seizures EEGs EEGs 
<I 34(17%) 165 (83%) 
2 10( 36% 18 (64% 
3 5(17%) 24(83%) 269(78%) 
4 8(38%) 13(62%) 
10(26%) 
s+ 53 (20%) 215(80%) 215(80%) 


Total. ..134(21%) 504(79%) 504(79%) 
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of years of seizures has little effect on the 
EEG problem, although there is some sug- 
gestion that the greater the number of sei- 
zures the greater the incidence of a cerebral 
dysrhythmia. However, fundamentally, the 
basic inheritance of a cerebral dysrhythmia 
seems to be confirmed by these tables. 

The attitude semi-officially adopted at least, 
insofar as the grand mal disorder (approxi- 
mately 75-80 per cent of our cases) was 
concerned, was that any individual admitted 
to this hospital because of an apparently 
causeless, sudden ‘fainting spell’ was con- 
sidered an epileptic unless proven otherwise. 
With the few exceptions of heart block with 
Stokes-Adams syndrome, carotid sinus sensi- 
tivity (which may or may not merely have 
been only an incidental finding), orthostatic 
hypotension, debility secondary to prolonged 
illness or rest in bed, shock, ete., and in the 
“symptomatic” epileptics, no cause for the 
syncope was usually found. If the history 
showed that there had been previous attacks 
(especially if confirmed by outside sources), 
or if there was a history of convulsions in 
childhood and the EEG showed a dysrhyth- 
mia, the diagnosis of epilepsy was made 
and the patient disposed of. We are in strong 
agreement with Air Commodore Symonds, 
psychiatrist to the Royal Air Force, that 
“if a person faints long enough, he’ll fit 
sooner or later.” Some problems in syncope 
are insoluble immediately and certainly do 
not lend themselves to solution by having the 
patient sitting around on the wards waiting 
for an attack. We agree that the diagnosis 
in some cases was a “dispositional”? one—a 
means to an end, an attempt to reduce hos- 
pitalization to a minimum. In our experi- 
ence, the end has justified the means. The 
morale of the patient involved and other 
patients as well as the attending medical 
officers, nurses, corpsmen, etc., was increased. 
The period of hospitalization was reduced 
from one-third to one-fourth (it is estimated 
that at the Walter Reed General Hospital 
daily cost of hospitalization averages well 
over $6.00 per day), additional beds were 
made available to more needy cases, the air 
of uncertainty reduced to a minimum. 

But more important yet—what did this 
“new electroencephalographic régime’ mean 
to the patients, especially from a therapeutic 
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standpoint? Once the diagnosis was made, 
attempts to fully acquaint the patient with 
his condition were carried out. In most 
instances, this was the first time any such 
explanation was given. The meaning of the 
terms epilepsy, seizure, fit, spasm, cerebral 
dysrhythmia, etc., were pointed out to him. 
The necessity to go out into the hinterlands 
and preach the gospel to his well-meaning 
but misunderstanding family and friends was 
emphasized. He was warned of the social 
implications of this “disease” 
the past and at the 
facts and old-wives tales. 


based on, in 
non-scientific 
The need to edu- 


present, 


cate the masses on the latest data was empha- 
sized. The patient was then given to read 
a copy of Lennox’s excellent survey of epi- 
lepsy, as presented in the volume “Science 
and Seizures.” He was also urged to read 
While 


reading these books, he was asked to write 


Putnam’s “Convulsive Seizures.” 
down any questions which might arise in 
his mind. Then, at subsequent interviews, 
these questions were discussed. Invariably, 
the queries were intelligent and to the point. 
Almost without exception, gratitude was ex- 
pressed. Frequently we were asked to speak 
to mothers, fathers and wives (many times 
brought at great distance upon the urging 
of the patient). The patients or their families 
asked for further written information. The 
benefits of the Layman’s League Against 
Epilepsy were pointed out—which non-profit 
organization has for objective the scientific 
dissemination of knowledge about epilepsy 
to the layman with the view, primarily, to 
dissipate the social stigmata. Not a few be- 
came members of this league. 

Each patient was interviewed by a trained, 
understanding and sympathetic Red Cross 
social worker, who inquired into the various 
social factors in the patient’s life and espe- 
cially into his occupational qualifications. The 
worker then interviewed the writer and the 
patient’s limitations (from a medical and 
psychological standpoint ) discussed. 
Usually it was noted that such patients should 
not be employed in occupations which (1) 
required the individual to operate a vehicle, 
(2) work in high, exposed places, and (3) 
manipulate complicated, exposed machinery. 
Following this, depending of course on 
whether the patient desired help, an inter- 
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view was arranged at the hospital with a 
representative of the War Manpower Com- 
mission. In this way, future gainful em- 
ployment (or education) in an interesting 
industry, frequently associated with the war 
effort was assured. In our experience, these 
patients have been the most loyal and the 
most grateful. Although many of these un- 
fortunates were literally being thrown out 
and ostracized by the Army, they were re- 
ceiving a square deal and left the hospital, 
in most instances, in a good state of mind. 
Also upon discharge, these patients were 
referred to a competent civilian neuropsy- 
chiatrist for further follow-up and any neces- 
sary therapy For patients not within close 
proximity of a medical center or a large city 
with a neuropsychiatrist, attempts were made 
to outline a course of treatment and the pa- 
tients urged to see a reliable physician (usu- 
ally the family doctor) or the assistance of 
the Red Cross was enlisted. Furthermore, 
there is always available to these patients 
(or rather their representing accredited doc- 
tors) a complete and full abstract of the 
patient’s army medical record. This can be 
obtained merely for the asking by having the 
physician write the registrar of the hospital. 
In some cases, sample strips of the EEG are 
given to the patient and/or the doctor. 

The above covers only two phases in the 
treatment of the epileptic: (1) social and 
(2) psychiatric. But in our mind these are 
the two most important features. An un- 
happy or unwilling patient is a poor patient— 
especially an epileptic. The effect of psy- 
chogenic factors on fits is only too well 
known. Their. relief by psychosomatic and 
somatopsychic approaches have been noted 
by many. Reports of the occasional “cure” of 
the epileptic by psychoanalysis are facts based 
on sound and scientific foundations. The 
tacit excommunication of these subjects from 
the community is certainly a deep psychic 
trauma. It is only by the education of our 
profession that we can hope to even get a 
toe-hold in this important problem. What 
is not generally known is that it is a problem 
as great as that of tuberculosis or diabetes, 
and there are in this country as many epi- 
leptics as there are diabetic or tuberculous 
patients. In addition, with the aid of the 
electroencephalograph, some specialists have 
concluded that for every overt epileptic there 


are 20 carriers or 20 people with an epileptic 
diathesis or predisposition. This ratio wili 
undoubtedly increase, i.e., more epileptics 
will appear, in years to come as a result of 
the numerous head injuries suffered in the 
present conflagration or as a result of the 
emotional stress and strain of army life. But 
yet this problem is given less publicity, is 
the subject of less research (except by the 
efforts of a diligent few) than either of the 
others. The money devoted to it for research 
purposes is merely a drop in the bucket. 
Knowledge about the condition is usually 
based on folklore and gross misconceptions. 
The epileptic is literally an outcast in his 
own society. 

We turn now to the specific therapy of 
this disorder. No longer do we keep pa- 
tients on the ward waiting for them to have 
a fit nor do we try to induce convulsions 
by such strenuous procedures as severe hy- 
dration. The individual who has had but 
one or two fits in his life is not placed on any 
therapy. If, however, he has had several or 
many convulsions, especially in the recent 
past, he is placed on phenobarbital (luminal). 
This is usually given at bedtime—o.1 gm. 
(grs 14). Then, depending on his subse- 
quent course, he is either kept at this dosage 
or it is increased in 0.1 gm. increments. A 
chart of seizures is made by each epileptic. 
It the patient fails to respond satisfactorily 
to phenobarbital, he is placed on dilantin 
sodium. It has been the experience of Put- 
nam and Merritt that the smallest necessary 
dose for this latter drug for the average 
adult is 0.3 gms. (44 grains), best given in 
three divided doses. This is ernmphasized as 
we have only too frequently seen patients 
given 0.I to 0.2 gms. daily, and to hear the 
physicians say that this drug is of no value. 
Similarly, many doctors immediately give 
large doses—up to 0.6 to 0.8 gms. with sub- 
sequent production of annoying toxic reac- 
tions including fever, rash, vertigo, unsteadi- 
ness, sleepiness, etc. It has been our ex- 
perience that a large dose is frequently 
tolerated in an apparently “sensitive” individ- 
ual if the patient is gradually accustomed to 
this dosage. Also, it must be considered 
that in the switch from one medication to the 
other, the change should be a gradual one 
extending over a period of from 1-2 weeks 
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or longer. Frequently the combination of 
the two drugs is effectual where large doses 
of either one were of little or no value. 
However, the drug of choice—under the 
conditions found in the Army—is pheno- 
barbital. There are several reasons for this 
choice. In the first place, dilantin sodium as 
yet is a “non-standard” medicine in the Army 
—it can only be obtained by special requisi- 
tion. Secondly, phenobarbital has been 
used since 1912, has been found to be 
effectual when administered properly in the 
great majority of cases. It is easily ob- 
tained and when the patient is discharged 
from the hospital, he is given a 2-week sup- 
ply—which should allow him sufficient time 
to look up some competent neuropsychiatrist. 
Furthermore, there are practically no toxic 
effects from this drug and it is safe. On 
the other hand, dilantin is somewhat more 
difficult to obtain in the Army, and the pa- 
tient should be watched by a physician while 
taking it at first. It is more expensive and 
there are some unsatisfactory side effects, 
albeit few, especially when improperly ad- 
ministered, a point which many apparently 
do not understand. In either case, it is 
emphasized to the patient that whatever 
drug he is taking, he is to continue its use 
indefinitely—and should not discontinue it 


of his own accord, but only upon advice of 
his physician. The patient is acquainted with 
the fact that the drug is essentially a replace- 
ment medicine, not unlike the use of insulin 
in diabetes or liver in pernicious anemia. 
From a practical standpoint, it is desirable, 
in our opinion, to start as few epileptics as 
possible on any medication while in the army 
hospital. As noted above, nearly all of these 
patients are discharged from the service. 
Many, when they leave, if on medication, 
and in spite of the fact that the need to con- 
tinue the drug is emphasized, stop the medi- 
cation and expose themselves to the danger 
of status epilepticus. We have had a few 
such unfortunate episodes occur and one 
patient died at home, shortly after arrival 
there, in status epilepticus, although in the 
hospital he had been well controlled. In ad- 
dition, many do not go to see civilian physi- 
cians until they have another fit. Or the 
consulting civilian physician has a preference 
for a particular drug. Certainly, this way 
of handling the problem is not the ideal one, 
but considering all aspects, we believe it is 
the most satisfactory alternative from the 
standpoint of the patient, in order to tide 
him over the stage of transition from soldier 
to civilian with the smallest possibility of mis- 
hap. 
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THE USE OF DRUGS IN THE TREATMENT OF TRAUMATIC 
WAR NEUROSES * 


ROBERT G. HEATH 
Passed Assistant Surgeon (R), U.S.P.H.S., Merchant Marine Rest Center, Sands Point, N.Y. 


AND 
STEPHEN H. SHERMAN 
Passed Assistant Surgeon (R), U.S.P.H.S., Merchant Marine Rest Center, Bay Ridge, Md. 


War pressures have forced us all into the 
search for time-saving techniques in psycho- 
therapy. It was natural in this dilemma that 
among other therapaeutic agents we should 
seek also greater help from drugs. The en- 
larged scope of our knowledge of psychoso- 
matic relationships, the new mastery of the 
subtle and intricate workings of the auto- 
nomic nervous system, and the relation of 
these to the action of pharmaceutic and glan- 
dular substances led the search in that direc- 
tion. At the Merchant Marine Rest Centers 
we have attempted to use drugs in accordance 
with our concepts of the psychodynamics of 
war reactions. 

From a review of the literature, as well 
as from our clinical experience, we have con- 
cluded that there are three principal methods 
of attacking the pathology and therefore the 
symptomatology with drugs. The object, no 
matter what the means, is to enable the patient 
to face his traumatic experience and to un- 
condition him to it. 

The three methods of attack are: 


1. Use of sedatives to secure rest. 

2. Use of intravenous barbiturates to promote 
mental catharsis, thereby assisting in the recall of a 
suppressed episode. 


3. Use of drugs acting directly on the autonomic 
nervous system. 


A review of dynamic concepts of the pa- 
thology of war reactions will help clarify the 
indications for these three types of treatment. 
The reaction appears outstandingly as a 
physiologic disturbance due to exaggerated 
and persistent fear of a real danger to life. 
Psychologic mechanisms and physiologic dis- 


1 Read at the one hundredth annual meeting of 
The American Psychiatric Association, Philadel- 
phia, Pa., May 15-18, 1944. 

From the Medical Division, War Shipping Ad- 
ministration—United Seamen’s Service. 


turbance are concomitant at the onset. Later 
the psychologic manifestations are often in- 
creased because of the physical symptoms. 

Since they are a response to a real external 
danger, the battle reactions differ from the 
psychoneuroses where the anxiety results 
from guilt and fear due to repressed fantasy 
and conflict between super-ego and instinctual 
drives. In the battle reaction the traumatic 
incident is not deeply repressed and most 
often remains conscious, contrasting sharply 
with the deeply unconscious conflicts of a 
real neurosis. 

Objectively, sharp differences have been 
observed between fear of a real external 
danger and the anxiety resulting from re- 
pressed resentment. Wolf and Wolff(1), 
observing the stomach mucosa of a patient, 
reported increased parasympathetic activity 
as a result of repressed resentment and ag- 
gression. There was hyperemia of the gastric 
mucosa with increased motor activity and 
secretion. On the other hand, the same pa- 
tient in real fear of actual danger showed 
pallor of the gastric mucosa with decreased 
motility and secretion, characteristic of sym- 
pathetic activity. 

Several factors contribute to the persis- 
tence and intensification of the fear response 
to the one or more traumatic experiences. 
The threat to life results in markedly in- 
creased production of epinephrine (physio- 
logic response to fear), which causes the 
physical symptoms described below and also 
increases irritability to external stimuli(2). 
Due to this state of irritability, milder ordi- 
narily ineffective stimuli result in the libera- 
tion of still more epinephrine. Resultant 
physical symptoms also serve to further in- 
crease fear so that both external and internal 
stimuli act to continue and increase the re- 
action. 
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Patients suffering from battle reaction out- 
line symptoms essentially in accordance with 
the altered physiology of sympathetic over- 
activity. They complain of jitteriness, 
tremor, an empty feeling in the stomach, no 
appetite, pounding heart, thumping in the 
head, excessive perspiration and insomnia. 
The almost universal statement of “I'll be 
all right if I can get hold of myself” reflects 
the important part the autonomic disturbance 
plays in the battle reaction. This often leads 
to loss of self confidence and the feeling that 
buddies and relatives at home have been let 
down. 

With these well known concepts in mind 
we feel that successful treatment must be 
directed essentially toward reconditioning 
the patient to the traumatic episode so that 
exposure to it does not produce the great 
autonomic imbalance. His self confidence 
must be restored so that he can adequately 
meet life. The method of desensitization de- 
pends upon the man’s reaction and sometimes 
upon the exigencies of the situation. Drug 
therapy, in order to be successful, must be 
directed toward correction of these specific 
alterations of physiology, thereby making 
more rapid reconditioning possible. Specific 
therapy saves time and discouragement in 
contrast to hit and miss therapy. 


Use or SEDATIVES TO OVERCOME FATIGUE 


Fatigue plays a major role in both the 
development and persistence of the battle 
reaction. Reduction of fatigue and the agita- 
tion it produces is, therefore, an essential 
part of the successful treatment of war re- 
actions. To accomplish this purpose all drugs 
which act as depressants of the central 
nervous system, thereby shutting off the irri- 
tating external stimuli, have been tried. Bar- 
biturates, because of convenience of adminis- 
tration by all the usual routes, have enjoyed 
widest usage. Through their use any degree 
of central nervous depression may be ob- 
tained, largely through depression of the 
hypothalamus(3-4). We have used pro- 
longed narcosis with sodium amytal on a few 
patients keeping them asleep for two to four 
days. It has perhaps some added value in 
treating severe fatigue states, but clinically 
no other advantages over the usual methods 
of sedation have been observed. The large 
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amount of nursing care it entails makes it 
impracticable. For ordinary sedation the 
specific barbital derivative is chosen accord- 
ing to duration of effect desired. 

Chloral hydrate and paraldehyde have also 
been used as central nervous system de- 
pressants. They possess no advantage over 
barbiturates. The use of bromides has been 
discouraged because of their poor hypnotic 
effect, slow action, difficulty in gaging dosage 
and frequent side reactions. 

As stated above, the specific action of seda- 
tion is to relieve fatigue. It is, therefore, 
curative in the agitated state which predis- 
poses to the breakdown. When the traumatic 
battle reaction is full blown, however, fatigue 
is no longer a primary cause, but instead is 
a result of the syndrome and a factor in its 
persistence. Therefore, sedation is a helpful 
adjunct, but since it does not reduce the self 
perpetuating internal stimuli, it does not 
effect a cure. This important difference in 
role warrants elaboration. 

As is well known, external stimuli, whether 
transmitted through primary sensory path- 
ways or special senses, have reflex connec- 
tions at subcortical levels; the remains of 
primitive defense mechanisms. Ordinarily in 
man the cortex exerts an inhibitory function 
over these responses. Fatigue lessens this 
and responses are exaggerated. The obvious 
example is the severe startle reaction at a 
slight noise or to being touched, which re- 
sults in great fear and sympathetic nervous 
system over-activity. This hyper-irritability 
has a secondary cortical effect in lessening the 
resources of the personality to cope with 
trauma and therefore predisposes to the trau- 
matic war reaction. It is in this state of hyper- 
irritability before exposure to too much real 
external trauma, that sedatives are curative. 

Once the traumatic war neurosis has de- 
veloped, the situation is entirely different. 


The dynamic force is a continuing stimulus | 


at the cortical level in the form of the mem- 
ory of the traumatic experience. This re- 
action to his memory is of course fear, with 
stimulation of the lower autonomic centers. 
Additional fatigue occurs as a result of these 
reactions, and continues to cause exaggera- 
tion of reaction to external stimuli, thus add- 
ing to the fears. Sedatives here are effective 
in temporarily shutting off the external stim- 
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uli. This effect is obtained by reducing 
hypothalamic function and thereby diminish- 
ing sympathetic overactivity. A dosage of 
this size, however, puts the patient to sleep 
so that he cannot recall the trauma and be 
unconditioned to it. Upon awakening, the 
dynamic force of the memories are still effec- 
tive and the cycle is resumed. Our incon- 
clusive clinical results, even with prolonged 
sodium amytal narcosis, confirm this. 


User oF INTRAVENOUS BARBITURATES TO 
PROMOTE MENTAL CATHARSIS 


We emphasized above that the object of 
treatment of a battle reaction is to uncondi- 
tion the patient to his traumatic episode. The 
chief advantage obtained from administering 
barbiturates intravenously is that they induce 
the hypnogogic state which facilitates bring- 
ing into consciousness of suppressed ma- 
terial. Also this route of administration prob- 
ably is more effective in inhibiting hypo- 
thalamic function. Its usefulness as a de- 
pressant of hypothalamic activity is lessened 
by the fact that the patient cannot be kept 
under its influence over long periods of time. 

In the treatment of battle reactions nar- 
cosynthesis possesses considerable advantage 
over ordinary sedation. While both reduce 
sympathetic overactivity, the narcosynthesis 
permits mental catharis at the same time. 
Unconditioning is therefore hastened by the 
fact that revelation of the traumatic incident 
does not produce the usual great discomfort. 

Grinker and Spiegel(5), working with 
cases fresh from the front in the Tunisian 
campaign, reported excellent results through 
the use of this method. By this technique the 
patient relived the battle experience while 
under the influence of sodium pentathol. 

In our hands this technique has been dis- 
appointing and occasionally detrimental. We 
have found as Grinker and Spiegel state 
that the mere bringing into consciousness of 
the traumatic episode is most often not 
sufficient to break the underlying cycle. An 
outstanding drawback to this treatment in 
our hands is that we have been unable to 
limit the patient to the reliving of this specific 
experience only. Often he goes beyond. Old 
neurotic conflicts are brought to the surface 
and merge with the battle reaction adding to 
the danger of chronicity. We have been able 


to bring out the battle experience in most 
cases after the relatively short period neces- 
sary to establish rapport. Sodium pentathol 
is now used only in the few cases that do 
not verbalize the experience without this aid. 

Several factors probably contribute to the 
wide variance between our results and those 
of Grinker. Our cases usually do not reach 
the rest center until three to eight weeks 
after the battle experience and during this 
time the lesion has had time to associate 
itself with past neurotic trends. Secondly 
it is our policy to constantly suggest to the 
man that he is to return to duty, whereas 
Grinker often assured them they would 
not have to return to action. Grinker and 
Spiegel, in their excellent monograph on 
“War Neuroses in North Africa,” have dis- 
cussed in some detail the role of narco- 
synthesis. Although in agreement with most 
of their ideas, we feel they over-stress the 
role the hypothalamus plays in perpetuating 
the war neurosis. 

Our clinical experience and results with 
other treatment lead us to state that we be- 
lieve the driving force in these war reactions 
is cortical. We believe that the memory of 
the trauma is critical and that this starts 
the chain of activity in all the lower centers. 
These physiologic effects react secondarily 
on the cortex, as previously mentioned. 
Therapy is therefore facilitated by the attack 
on both factors, i.¢e., reducing sympathetic 
activity as well as by psychologically un- 
conditioning the patient. We have carried 
on experiments to be described below in 
which we overcome the sympathetic over- 
activity at the end organ, by direct neutrali- 
zation of the adrenalin with ergotamine. If 
the diencephalon were the driving force, then 
this therapy which in no way effects the 
diencephalon could not have been successful. 


Use oF Drucs ActinG DIRECTLY ON THE 
AuTONOMIC NERvoUS SYSTEM 


As outlined above, open discussion of the 
traumatic episode and use of sedation were 
often insufficient to interrupt the cycle that 
caused persistence of the battle reaction. 
Intravenous barbiturates, although in some 
ways of more value, also presented the draw- 
backs outlined above. Because of this we felt 
that a trial of other drugs which would lessen 
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sympathetic overactivity over prolonged pe- 
riods without inducing sleep, was indicated. 


We started with the premise that two pos- 


sibilities were open: 

(1) To increase the action of the para- 
sympathetic nervous system and therefore 
balance the overaction of the sympathetic by 
the use of doryl(6) (carbaminoylcholine 
chloride) and mecholyl(7)  (acetyl-beta- 
methylcholine bromide). 

(2) To neutralize the action of the sym- 
pathetic by the use of ergotamine(8)—an 
inhibitor of that system. 

In an earlier paper, an experimental ap- 
proach was described in which each of the 
drugs was used on 7 normal individuals to 
determine which best combated the symptoms 
produced by the injection of I ce of epi- 
nephrine I: 1000 solution. Epinephrine was 
used because it closely resembles sympathin, 
the humoral-transmitting agent liberated dur- 
ing sympathetic overactivity. Ergotamine 
tartrate proved most efficacious in reducing 
the reaction to epinephrine. Doryl and 
mecholyl proved also to be of little value in 
the treatment of actual cases of battle re- 
action. 

Ergotamine tartrate has been given to 60 
typical cases of battle reaction. Usually it is 
given orally, 3 mgs. for the first dose, then 
2 mgs. every three hours (during waking 
hours) for ten days. The dose hypoder- 
mically is 0.25 to 0.50 mg. By this route the 
drug is more efficacious and acts faster. In 
the more severe cases a hypodermic dose is 
administered along with the first oral dose. 
Results thus far have been quite promising. 
Some control over the effect of suggestion 
was possible because many patients had pre- 
viously been given 4 grain tablets of pheno- 
barbital. The ergotamine tablet closely re- 
sembled phenobarbital, and most of the men 
thought that the same medication was being 
continued. However, within two or three 
days on the ergotamine, they reported that 
they were calmer, stronger, more at ease, 
no longer drowsy, and had improved ap- 
petites. If given hypodermically the acute 
anxiety attack is quickly combated. 

Some of the patients had been in the rest 
center for one to three weeks before ergo- 
tamine was given. The usual treatment had 


proved of no value and improvement began 
only after ergotamine was administered. 

It must constantly be borne in mind that 
ergotamine serves merely as an adjunct to 
psychotherapy. The patient fortified with 
the knowledge that he will not suffer the 
great discomfort of increased sympathetic 
activity which usually accompanies revelation 
of the traumatic incident is more eager to 
face it. His confidence is increased and the 
employment of faster and more vigorous 
methods of reconditioning becomes possible, 
In this connection we have used a short movie 
of an actual torpedoing to great advantage. 

Others have used ergotamine on civilian 
psychoneurotics with equivocal results. We 
administered it to twenty psychoneurotics, 
many mildly colored by war experience. Our 
results with this group were also inconclusive. 
This observation is in accord with the reports 
of others. It is important here to recall that 
the clear cut sympathetic preponderance does 
not exist in civilian neuroses, 

Despite the relatively large dosage of ergo- 
tamine employed, we have noted no serious 
Patients were informed to 
report if tingling or numbness developed. 
Mild cramping in the thighs has been re- 
ported with some frequency. This has not 
been severe enough to warrant stopping 
treatment except in a very few cases. Those 
suspected of hepatic insufficiency are not 
treated with ergotamine because of recent 
experimental data suggesting the drug is 
broken down by the liver(g). Other con- 
traindications are advanced arteriosclerosis 
and the peripheral vascular diseases charac- 
terized by vasoconstriction. 


complications, 


We were able to observe no interference 
with motor coordination or slowing down of 
mental processes as a result of taking ergo- 
tamine. Its use, therefore, as a prophylactic 
to lessen excessive anxiety in combat might 
be considered. 

Ergotamine in itself is not soporific. It is 
necessary to continue with the administration 
of sedatives to insure sleep. It is the function 
of ergotamine to reduce the internal stimuli 
active in the physiologic cycle. When seda- 
tion is used in conjunction, external stimuli 
are also reduced. However, patients, while 
taking ergotamine, sleep better on smaller 
amounts of sedatives. This is in keeping 
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with physiologic evidence that the para- 
sympathetic nervous system is dominant dur- 
ing sleep. 

The following typical cases illustrate pro- 
cedure and results of ergotamine therapy. 


Case I.—A 26-year-old third mate whose previous 
adjustment had been good. He was married and 
prior to the onset of war had worked successfully 
ashore. A severe battle reaction developed fol- 
lowing a 25-minute running battle with two sub- 
marines. His ship was unarmed and the Germans 
were raking the deck with anti-aircraft fragmen- 
tation shells. Many of the crew were killed and he 
narrowly escaped with a few minor shrapnel 
wounds, 

He deliberately attempted to suppress all memory 
of the action, for each time it entered consciousness 
an uncomfortable feeling developed in the pit of 
his stomach, followed by an intense fear reaction, 
then varying degrees of amnesia. As he gave his 
history these symptoms appeared. Relief followed 
promptly the administration of 0.50 mg. of ergo- 
tamine hypodermically. After that he was able to 
discuss the event freely with only very slight anxi- 
ety. He was continued on ergotamine by mouth for 
the usual period. Confidence returned rapidly as he 
found the incident could be discussed without 
anxiety and remained after the drug was discon- 
tinued. He was able to witness a movie of a 
torpedoing with little concern, whereas before 
treatment it produced panic. Upon discharge he 
confidently returned to sea duty. 


Case IL—A 23-year-old British seaman with a 
record of excellent previous health showed what we 
have designated as a classical war neurosis. He 
first went to sea in 1935 after school training in 
London. He liked the sea and did well. He went 
through the famous September air raid blitz in 
London. A little later he was in a ship collision 
off Liverpool with no nervous reaction. The first 
combat experience which affected hin. was a very 
severe torpedoing experience in April, 1940, fol- 
lowed by seven days in a lifeboat in bad weather. 
All crew members gave up hope. He developed 
immersion foot in the lifeboat. Because of anxiety, 
sleep disturbance and jitters, he was beached for 
eight months. 

On subsequent trips he went through considerable 
bombing and witnessed much combat from a dis- 
tance. In May, 1043, he participated in the Sicil- 
ian invasion and this combat experience was too 
much for him. The battle reaction came back with 
renewed intensity. At the rest center he complained 
of things going black before his eyes, nausea after 
meals, a desire to shout and laugh to get attention, 
a wish to push others around, and an urge to jump 
in front of a car just to see what would happen. 
Insomnia, catastrophic war dreams, gross somatic 
tremors, and a fear of bursting into tears rounded 
out the picture. He was afraid that aboard ship in 
a combat area he would become hysterical and do 
something idiotic. 

Psychotherapy was tried and was of no use. 
General rest center factors also failed. The res- 


ponse to the first dose of ergotamine tartrate was 
dramatic. The tremor disappeared within 24 hours, 
and he stated that for the first time in months he 
felt quiet and poised within. Improvement contin- 
ued. There was no mistaking the remarkable 
amelioration of the sympathetic over-response 
syndrome. 


Case III.—A 31-year-old unmarried able-bodied 
seaman who had been going to sea for 15 years. His 
previous adjustment had been good. In July, 1942, 
his ship was torpedoed and 25 members of the crew 
were lost. He was picked up after six hours in a 
lifeboat. There was no nervous reaction to this and 
he reshipped immediately. The next torpedoing oc- 
curred in July, 1943. He was lookout at the time and 
saw the wake of the torpedoes. They were shortly 
picked up by a corvette and remained aboard her 
four days. During this time he was tense and 
shaky, experienced a tight feeling in his stomach 
and couldn't sleep. He kept thinking the corvette 
was about to be torpedoed. On the trip home as a 
repatriate there was a second scare and symptoms 
were further aggravated and persisted until admis- 
sion to the rest center. He was then put on ergo- 
tamine and shortly reported he felt calmer, stronger, 
more at ease and better able to eat and sleep. After 
three days this medication was discontinued and a 
relapse resulted. Immediate improvement followed 
its resumption and after four more days of it he 
managed to hold his gain. He became anxious to 
ship and as the gain had been maintained over a 
week without medication the request was granted. 
Follow-up reports indicate he continues well. 


SUMMARY 


Physiologic changes resulting from fear, 
play a major role in the persistence and in- 
tensification of the battle reaction. They 
increase irritability which results in exaggera- 
tion of the effects of both internal and ex- 
ternal stimuli. 

Drug therapy in order to be successful 
must break this cycle. The patient is then 
better able to face memories of his traumatic 
experience and be unconditioned to them. 

Sedatives, by depressing the central ner- 
vous system and thereby producing sleep, 
are effective in shutting out external stimuli. 
This is curative in the fatigue state which 
predisposes to battle reaction, once it de- 
velops. 

Narcosynthesis not only reduces autonomic 
overactivity by depressing the hypothalamus, 
but promotes mental catharsis at the same 
time. The process of unconditioning the 
traumatic experience is therefore hastened. 
There are some drawbacks: 

1. It often causes the patient to go beyond 
the war experience, stirring up old neurotic 
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conflicts which may merge with the war re- 
action, thereby adding to danger of chro- 
nicity. 

2. It can be administered continuously 
over only relatively short periods of time. 

Ergotamine interrupts the physiologic 
cycle of the battle reaction by neutralizing 
adrenalin liberated at the end.organ. Desen 
sitization to memories of the traumatic in 
cident is hastened, because they can be 
discussed without the usual marked discom 
fort. 
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MENTAL DISEASE AMONG MENTAL DEFECTIVES * 
HORATIO M. POLLOCK, Pu. D., Avsany, N. Y. 


It is fitting at this joint meeting of The 
American Psychiatric Association and the 
American Association on Mental Deficiency 
that consideration be given to the disorders 
that come within the purview of the members 
of both Associations. In our topic “Mental 
Disease Among Mental Defectives’” we em- 
brace a portion of the two great classes of 
unfortunates that are the special concern of 
our organizations. Ordinarily, we regard the 
mentally ill and the mentally defective as 
separate and distinct groups. For the one 
we provide hospitals and for the other 
schools ; for the one we seek restoration and 
cure, for the other protection and social com- 
petency. The two classes might be kept 
entirely separate were it not for the fact that 
a considerable number of patients are af- 
flicted by both mental disease and mental 
defect. The latter, in the main, is a static 
condition while the former is more or less 
dynamic and transitory. 

Adult mental defectives and some types of 
chronic mentally-ill patients constitute some- 
what similar institutional problems and are 
cared for together in many mental hospitals 
of Europe. Fortunately, this practice has 
not been adopted to any considerable extent 
in America. 

Several noteworthy studies dealing with 
the psychotic symptoms found among certain 
types of mental defectives have been pub- 
lished in recent years. Among these may be 
mentioned the excellent papers presented at 
former annual meetings of the American 
Association on Mental Deficiency by Drs. 
Vanuxem, Whitten, Pearson, McIntire and 
Hunsicker. These papers dealt with a large 
variety of cases and included several inter- 
esting case histories. A study of similar 
import was made by Drs. Herskovitz and 
Plesset of the Norristown, Pennsylvania, 
State Hospital and was published in the 
Psychiatric Quarterly for July, 1941. 


1 Read at the Centenary Meeting of The Ameri- 
can Psychiatric Association, joint session of the 
Section on Psychopathology of Childhood and the 
American Association on Mental Deficiency, Phila- 
delphia, Pa., May 15-18, 1944. 


A noteworthy research study of different 
type consisted of a survey of the patients of 
Severalls Mental Hospital in England made 
by Drs. Duncan, Penrose and Turnbull, in 
1935. These research workers found that 
40.8 percent of the resident patients in this 
hospital for psychotic patients were sub- 
normal and that 17.8 percent could have been 
certified as mentally defective. The per- 
centage of subnormals among the admissions 
of 1934 was 30.8, and 8 percent of the total 
admissions could have been certified as men- 
tally defective. Among the resident manic- 
depressive patients, 24.4 percent were men- 
tally defective; among the schizophrenics, 
10.7 percent, and among the epileptics, 44.1 
percent. 

The American writers referred to, in 
accord with psychiatrists generally, are 
agreed that most of the mental diseases that 
afflict the so-called normal population may 
also afflict the mentally defective ; in addition 
certain mental disorders that appear in men- 
tal defectives should be placed in a separate 
group under the general term “Psychoses 
with mental deficiency.” This group is briefly 
explained in the classification of mental dis- 
eases of The American Psychiatric Associa- 
tion in the following words: 

Under this heading should be classified those 
mental defectives that show psychoses. These are 
usually of an acute transitory nature and most 
commonly are episodes of excitement with depres- 
sion, paranoid trends or hallucinatory attacks. The 
degree of mental deficiency should be determined 
from the history and the use of the standard psy- 
chometric tgsts. 

Mentally deficient persons may suffer from manic- 
depressive attacks or from dementia preecox or from 
the organic psychoses and they should be classi- 
fied then under such respective headings instead 
of under the heading of mental deficiency. Cases 
of mental deficiency without psychotic disturbances 
should be placed in the group “Without psychosis.” 

Of the 444 mentally-defective patients 
admitted to the civil state hospitals of New 
York State in the fiscal year of 1942, 176, 
or 39.6 percent, were placed in the group 
of “psychoses with mental deficiency” ; 82, 
or 18.4 percent, were classified as dementia 
precox ; 44, or 9.9 percent, as psychoses with 
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convulsive disorders. Twenty-one of the 
were arteriosclerotic; 17, alcoholic 
and 15, paretic, Only 7, or 1.6 percent, of 
the cases were placed in the manic-depressive 
group. A similar distribution was found in 
the first admissions of 1940 and 1941. 


cases 


DISTRIBUTION OF MENTAL DISORDERS AMONG MEN- 
TALLY-Derective First ADMISSIONS TO NEW 
York Civic State Hospirars, 1942 

Imbecile * 


and moron 


Mental disorders No. Per cent 
7 3.8 
With cerebral arteriosclerosis.... 21 4.7 
With convulsive disorders........ 44 9.9 
8 1.8 
7 1.6 
With organic changes of nervous 

Manic-depressive 7 1.6 
With mental deficiency........... 176 39.6 
Without PSYCHOSIS . 24 5.4 


* Includes 4 idiots. 


Numerous writers have expressed the 
opinion that mental disease is more prevalent 
among mental defectives than among non- 
defectives but little evidence in support of 
the opinion has been offered. We are now in 
a position to state positively that the general 
rate of incidence of mental illness is higher 
among subnormal persons than among the 
general population and our data indicate 
that the rate of mental disease declines as 
the degree of intelligence advances. 

If we were intelligent enough we might 
escape mental disease altogether. 

We summarize our evidence briefly. It is 
estimated that, excluding the borderline, 
there are approximately 65,000 mental de- 
fectives in New York State. The average 
annual first admissions of mental defectives 
to the civil state hospitals during the fiscal 
years of 1940, 1941 and 1942 was 484. The 
average annual rate per 100,000 of mental 
defectives in the general population was 745 


as compared with an average annual rate of - 


103 among the non-defective population. 
After making all due allowances for differ- 
ences in classification and incorrect estimates, 


[ Nov, 


it is evident that the rate of first admissions 
among n ental defectives is several times as 
high as among non-defectives, 

In a stady of “Literacy and Mental Dis- 
ease” by Dr. Benjamin Malzberg in 1939, it 
was found that the rate of incidence of men- 
tal disease among illiterates was much higher 
than among literates. Presumably, a large 
proportion of the illiterates were mentally 
detective. 

In studies of rates of manic-depressive 
dementia and general 
paresis in various occupations in New York 
State, made under the direction of the author 
a few years ago, it was found that rates 
among persons engaged in the learned pro- 
fessions were much lower than among per- 


psychoses, precox 


sons in occupations requiring only a low 
degree of intelligence. For example, in the 
female manic-depressive group, it was found 
that the rate of first admissions among ser- 
vants was more than four times as high as 
that among teachers, and in the male group 
the rate among waiters was over four times 
as high as that among physicians. Even 
greater differences were found in rates in 
high grade and low grade occupations in the 
dementia przecox and paretic groups. 

The reasons advanced for the high rate of 
mental disease among mental defectives in- 
clude the following: 

1. The defective are poorly 
equipped to withstand stresses of unusual 
character. 


mentally 


2. They have great difficulty in resolving 
their mental conflicts. 

3. Due to their lack of social competency 
and their susceptibility to suggestion they 
get into all sorts of difficulties, many of 
which are chargeable to their normal associ- 
ates. 

4. Many of the mentally defective are 
emotionally unstable and easily become so 
excited or depressed that they lose control 
of themselves. 

The rate of recovery among the patients 
placed in the group “Psychoses with mental 
deficiency” in the New York civil state hos- 
pitals is much higher than the average rate 
for all patients. As many of these patients 
have more than one attack the rate of re- 
admission is also high. 

The death rate in the group is only about 
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one-third as high as that among other psy- 
chotics taken as a whole. 

The foregoing discussion of mental dis- 
ease among mental defectives has its practical 
implications. It is apparent that in mental 
defectives we have a group of persons with 
special susceptibility to mental disease. Un- 
fortunately, the fact has not been taken into 
consideration in our general treatment of 
subnormal children. It is true that a certain 
amount of training is given the higher grade 
morons in special classes in public schools, 
and that institution care is provided for 
idiots and imbeciles that cannot be cared 
for at home; also for the morons that be- 
come menaces in the community. Compara- 
tively little thought is given to the mental 
hygiene needs of mental defectives either 
without or within the institution. I would 
not imply that the individual training given 
in the best special classes is not good mental 
hygiene. It is invaluable insofar as it builds 
up the personality of the pupils and fits them 
to take their places in the community as 
self-reliant citizens. In relatively few cases, 
however, does it reach its goal. Likewise, the 
special institutions for mental defectives are 
doing good mental hygiene work to a limited 
extent. ‘They are not equipped to do much 
individual training and have to be content 
in inculcating a proper routine of living, and 
providing companionship, suitable recreation 
and a modicum of vocational instruction. 
The whole system might be considered mass 
mental hygiene. At present the state schools 
cannot do much more but their responsibility 
will not be completely fulfilled until they are 
able to meet the individual needs of their 
patients, especially of the unstable defectives 
that need to be fortified against mental dis- 
ease. In this connection I would commend 


the excellent paper on “The Mental Hygiene 
of Institutionalized Mental Defectives,” by 
Dr. Arthur L. Rautman which was pub- 
lished in Mental Hygiene for July, 1943. 

In most states adult mental defectives 
living outside of institutions receive little 
attention unless they get into trouble. Then 
they are sent to a state school, state hospital 
or a penal institution. In many cases wise 
supervision in the community would have 
averted both the trouble and the commitment. 

I fully realize that the task of fortifying 
mental defectives against mental disease is 
a difficult one. To do it effectively will re- 
quire the well-guided cooperative efforts of 
teachers, social workers, public health nurses, 
psychologists and psychiatrists. State super- 
visory departments should take the lead in 
securing such cooperation. 
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SOME OBJECTIVE STUDIES OF RHYTHM IN MUSIC’ 


HOWARD HANSON, Mus. Bac., Mus. Doc., LL.D., F.A.A.R., Rocuestrer, N. Y. 


Two years ago I had the pleasure of ad- 
dressing The American Psychiatric Associa- 
tion on the subject of Emotional Expression 
in Music. At that time I called your atten- 
tion to the increase of emotional tension in 
music produced by a gradually increasing 
use of dissonance. In that study I attempted 
to set up the first stages in an objective 
study—a chemical analysis, so to speak—of 
music of different types and of different peri- 
ods with the hope that such an analysis will 
eventually be helpful both to the musician 
and the psychiatrist. Since that time this 
analysis has been considerably extended. 
Rather than giving you the results of further 
investigations in sonorities, however, I would 
like to present an elementary survey of an- 
other important field which has a vital bear- 
ing upon the subject of emotional tension in 
music, the field of rhythm in music. May I 
repeat the statement which I made in pre- 
senting my first study: that I am speaking 
solely from the standpoint of a composer and 
musical theorist. 

It is not necessary to point out the emo- 
tional attributes inherent in rhythm. The 
mass hysteria present in recordings of the 
rhythmic chants of primitive peoples and the 
similar mass hysteria of the modern “jam- 
session” indicate—at times, all too clearly— 
the emotional tension producible by subject- 
ing groups of people to concentrated doses 
of rhythm. The reasons back of this rhyth- 
mic excitement, however, are not always 
clearly understood and require some expla- 
nation. 


(3 = 72) 


In the same way that tones of definite 
pitch constitute the raw material of which 
harmony and melody are made, so equal di- 
visions of time constitute the raw material 
of rhythm. To pursue the analogy further, 
as there are theoretically an infinite number 
of different tones and combinations of tones, 
so there are also an infinite number of com- 
binations of rhythmic patterns. Here the 
similarity ends for, though the infinity of 
pitch-tones has been reduced to a finite num- 
ber through arbitrary agreement, the in- 
finite number of possible rhythmic relation- 
ships persists. 

To begin we must distinguish between 
beat, tempo, meter and rhythm. All written 
music presumes division of time into equal 
pulses or beats. These beats may be slow or 
fast, expressed or only implied, but they are 
always equal divisions. 

The variation of the speed of the recurring 
pulse is generally referred to as the tempo 
of the music. In other words adagio simply 
means a slow beat, a beat of long duration, 
and allegro means a fast beat, a beat of short 
duration. For the sake of easy reference we 
may think of a moderato tempo as the tempo 
of the normal pulse—approximately 72 beats 
per minute. This is also the tempo of a lei- 
surely walking gait, the andante tempo of 
music, as illustrated, for example, in the 
Wedding March from Wagner’s ‘‘Lohen- 
grin,” (written alla breve for purposes of 
comparison ). 


| 


1 Read at the Centenary Meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., May 
15-18, 1944. 
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A tempo twice as fast as the normal pulse 
—144 beats per minute—is at the rate of 
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a fast march, as in Bagley’s famous “Na- 
tional Emblem” march. 
(ol « 144) 


A tempo three times as fast—216 beats 
per minute—is approximately the tempo of 
the Italian Tarantella, the dance which is 
supposed to have originated from the excite- 
ment induced by the bite of the tarantula. 
It is also the tempo of the half-beat of the 
jitterbug rug-cutter who has been bitten by 
one of our deadlier swing bands! 

The mind refuses to consider each beat as 
a separate, independent entity but proceeds 
to group them. The grouping of beats pro- 
duces metre. The most elementary metric 
grouping is the natural grouping by twos, 
possibly suggested by the natural grouping 
of foot-steps in walking. By instituting a 
slight accent on every other beat this duple 
meter becomes readily apparent. This is the 
fundamental meter of marches and of the 
great mass of popular music. 


ve__ 
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By accenting in groups of three rather 
than two we produce the second basic metre, 
triple meter. This is the meter of the waltz 
and of many graceful and charming folk- 
dances. 
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This is an over-simplification of the sub- 
ject of metre as there are also compound 
duple rhythms and compound triple rhythms 
formed by the grouping of basic units within 
a larger compound unit. There are also in 
contemporary music complexes of duple and 
triple rhythm in combinations of groups of 
three and two within larger units of, for 
example, five or seven. 


e or 


Inve 


In the main, however, this simplification 
serves our purpose. 

When we have discussed tempo and metre 
we have, however, not yet discussed rhythm 
itself for rhythm is essentially the combina- 
tion or subdivision of time units within fixed 
metric patterns, and to these temporal rela- 
tionships of notes within a metric design 
does music owe a large part of its ability to 
produce effects which are soothing or exhil- 
arating, quieting or disturbing. 

Now, in proceeding to the consideration of 
the effects of rhythm, we may lay down a few 
simple principles. First, everything else be- 
ing equal, the further the tempo is acceler- 
ated from the pulse rate toward the upper 
limit of practical tempo the greater becomes 
the emotional tension. Second, as long as the 
subdivisions of the metric units are regular 
and the accents remain strictly in conformity 
with the basic pattern, the effect may be ex- 
hilarating but will not be disturbing. Third, 
rhythmic tension is heightened by the extent 
to which the dynamic accent is misplaced in 
terms of the metric accent. Fourth, the emo- 
tional effect of “off-balance” accents is 
greatly heightened by an increase in dynamic 
power. 
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Let us begin our illustrations with a 
duple meter with subdivisions of two. This 
is an English folk-dance of ancient vintage. 
It will be noticed that the dynamic accent is 
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Nov. 


in complete accord with the metric accent 


producing an effect of smooth rhythmic 


balance. 


> (>) a > fa) > > 
Here is a similar case, but with a slight cent is shifted from the first to the second 
variation in that the stronger dynamic ac- beat. 
> (>) (2) (>) 
Our third dance is also in duple rhythm increased rhythmic vitality. 
but with a subdivision of three, giving an 
23.223 £23 £25 
(>) > (>) > 
The stately court dances of the 17th and _ beautifully illustrated in, for example, the 
18th centuries were for the most part con- Minuet from the C major, or “Jupiter” 
ceived in this balanced form. The style is Symphony of Mozart 
— 
and persists in the early works of Beethoven the G major Sonata. 
as illustrated in the charming Minuet from 
= — 
a >. 4. i r 3 3 i 
A beautiful illustration—one so theoreti- triple meter is on the first beat, the harmony 


cally perfect as to constitute what we might 
call a clinical example—is found in a Gigue 
of Handel where the dynamic stress in a 


is repeated in the second beat without accent, 
and the third beat receives no stress at all 
as half of the beat is occupied by a rest. The 
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result is a rhythm of superb grace and ele- 
gance, again with the metric and dynamic 


accents in complete accord. 


a i Men 
» 


Even the classic composers, however, were 
intrigued by the disturbing effects of off- 
balance rhythms and we find “Papa” Haydn 
in the Minuet of his “London” Symphony 
deliberately disturbing the regular rhythmic 


flow of the dance by placing a dynamic ac- 
cent on the third beat of each measure—a 
mild disturbance it is true, but a forerunner 
of later developments. 


j 


As dissonance began creeping into the 
music of the 19th century composers in their 
search for the expression of emotional ten- 
sion, so the introduction of rhythmic un- 
balance was used for the same purpose. The 
first movement of the “Eroica” symphony 
serves as an excellent illustration. The move- 


ment is in a basic three meter but in the most 
exciting part of the movement Beethoven 
introduces a duple dynamic accent into a 
triple meter. In other wordsg the dynamic 
and metric accents are thrown violently off- 
balance. 


) 


1 


As I attempted to point out in my pre- 
vious paper, the composers from the 16th 
century to the 20th were highly conscious of 
the possibilities of dissonance for the arous- 
ing of emotional excitement. The older com- 
posers were equally conscious of the power 
of rhythmic displacement to create similar 
tension, and the 16th century theorists estab- 
lished numerous “rules” to keep music on 
the straight and narrow path of rhythmic 
regularity as well as consonance. The in- 
crease in the use of disruptive dissonance 
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and rhythmic irregularity from the 16th to 
at least the middle of the 19th century was 
slow and gradual. With the advent of the 
20th century, however, caution was generally 
abandoned and music proceeded rapidly on 
the path to greater harmonic dissonance and 
greater rhythmic irregularity. 

The development of rhythmic irregularity 
found its most fertile field in contemporary 
popular music. It began mildly enough in 
early American “rag-time” by the simple 
device of a shifted accent in the melodic line, 
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| Noy, 


a device which had long precedent in clas- 
sical music. 


famous “‘Limehouse Blues.”’ 


See, for example, Braham’s 
2 Pd > > 
4 2 etl | 2 14 2 —— 


From this it proceeded, more subtly, through 
the use of the classic device of the super- 
imposition of a three-beat rhythmic figure 


upon a basic two-beat metre (as previously 
illustrated in the Beethoven example) in 
Zez Confrey’s “Stumbling.” 


It finds its ultimate development in the 
current ‘Boogie Woogie” craze. A short tech- 
nical explanation of this queer atavistic mani- 
festation is, I believe, in order. Popular music 
has in large measure discarded the more 
graceful three metre for the more “square” 
and angular two beat measure. Now it is 
apparent that if eight beats follow one 
another in two beat metre there would nor- 
mally be four groups of two beats with a 


slight accent on the first of each group, that 
is, I 2,3 4,5 6,78. It is apparent, however, 
that, arithmetically, eight may be divided into 
unequal groups of three and two, for exam- 
ple, 3 3 2, in which cases the accents fall 

23,456,785. 

In ‘“boogie-woogie” a repeated figure in 
the the ostinato—con- 
tinues indefinitely in regular rhythm. 


bass classic basso 
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accents at variance with the basic meter. 
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When the ostinato is played by a vigorous 
pianist and one or more violent slap-bass 
artists, and when the harmonies are played 
by six leather-lunged trumpets and trom- 
bones intent on mayhem on the ears, the 


wracking variety which I understand is 
called “Indian Boogie-Woogie’’—the title ap- 
parently constituting the white man’s crown- 
ing insult to the noble Indian. In at least one 
version a little crass dissonance is added to 


effect can be devastating. the usual ingredients with the following 
There is a particularly—to me—nerve- results. 
> > > 
= = 
> (>) (>) (>) 
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In conclusion may I say a word about 
contemporary popular music in general since 
it has been the subject of wide controversy 
and has even been singled out by some critics 
as a contributory cause to juvenile delin- 
quency. 

Popular music, like any other kind of 
music, may be good, bad or indifferent in 
quality. Much of it is harmless, some of it is 
over-sentimental, some contains at least a 
modicum of fantasy and beauty. The popu- 
larity of Frank Sinatra has caused his name 
to be mentioned frequently in connection 
with the deleterious effects of popular music 
but I can find no evidence to support this 
view. Most of the music which he sings is 
sentimental and nostalgic. He sings with 
sincerity and sensitivity and not infrequently 


artistry. If young girls are moved to squeal 
with delight I do not believe any harm has 
been done. 

The music to which I am objecting—the 
violent boogie-woogie—is something quite 
different. It is frequently crass, raucous and 
commonplace, and could be dismissed with- 
out comment if it were not for the radio 
whereby hour after hour night after night 
American homes are flooded ‘with vast quan- 
tities of this material. To its accompaniment 
our youngsters dance, play and even study. 
Perhaps they have developed an immunity 
to its effects—but if they have not, and if the 
mass production of this aural drug is not cur- 
tailed, we may find ourselves a nation of neu- 
rotics which even the skill of your profession 
may be hard-pressed to cure. 
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PULMONARY TUBERCULOSIS AMONG PATIENTS AT ANOKA case 
(MINNESOTA) STATE HOSPITAL, 1934-1941. 
WALTER P. GARDNER, M.D., Str. Paut, Minn.’ tube 
sign 
In 1934, the Minnesota State Board of At the Anoka State Hospital, 1196 patients are 
Control instituted a study to determine the were studied; 996 reacted positively to the 7 
incidence of tuberculous infection and dis- Mantoux test; 8 had no x-ray film; 363 had of it 
ease among the employees and patients of the normal chest x-ray films; 475 showed x-ray stat 
18 institutions under its supervision. The evidence of first infection or thickened mitt 
institutions studied were classified as follows: pleura; and 150 reinfection cases were found are 
(a) hospitals for the insane, (b) schools for by x-ray study. Thirt e individuals or 1 
the mentally deficient and epileptic, (c) penal with positive sputum or stool were identified. beet 
institutions and (d) other schools; 1.e., those Table 1 shows the tuberculin test results in kno 
for the blind, the deaf and for dependent this survey by age groups. wel 
children. It | 
This survey was made by the Minnesota TABLE | sai 
State Sanatorium during the fall and winter cul 
of 1934-1935 and is hereafter referred to as \ . State Hospitar), 1935 tha 
the 1935 survey. Both patients and em- 
ployees were examined. In this discussion, ' 
only the results of studies of patients will 0-24 14 13 92.9 wile 
be considered. All individuals were tested 25-44 293 5 87.0 r 
with old tuberculin. All positive reactors pe: 9 
had thoracic x-ray films. Paper films (14" 
x 17”) were used except in selected instances, per 
and repeated studies of certain persons show- i 1,196 80.8 (1. 
ing suspicious findings. In such instances per 
14”x17” >lluloid films were used. Quali- TABLE 2 
fied technicians were employed throughout; X-ray FrInpines 106 PATIENTS at an 
the x-ray films were interpreted at the State \ , (Minnesota) STATE HospItAL, 1935 an 
Sanatorium. Sputum and later, stool speci- Negative Reinfection => 
cause of the large number of “deteriorated” — 0-24 13 I 7.7 2 15.4 28 
insane patients, stools could be obtained in 75-44 2 813! iS 176 ot! 
could not. The activity of cases identified 23.3 pit 
was determined by clinical signs, x-ray 
studies and laboratory findings. Total 988 363 36.7 50 15.2 de 
As reported by Burns(1), 82 percent of 
11,517 inmates in the state hospitals for the — The positive reactors to the Mantoux test ve 
insane and schools for the mentally deficient ound by x-ray film to be negative or to have a 
and epileptic reacted positively to the Man- reinfection tuberculosis are similarly indi- af 
toux test. The group as a whole showed a_ cated in Table 2. 
9.2 percent incidence of parenchymal infil- After completion of this survey, the Di- 7 
tration on x-ray study, whereas in the Man- vision of Tuberculosis of the State Board of " 
toux positive group the incidence was 11.2 Control established a system of admittance 
percent. and follow-up examinations which became 3 
on effective January 1, 1936. All new admit- fc 
* Read at ninety-eighth annual meeting of The tances and readmittances as well as patients G 
American Psychiatric Association, Boston, Mass., returning from prolonged visits since then fe 
May 18-21, 1942. 5 
2 Formerly Superintendent, Anoka State Hospital, ave been Mantoux tested, and all positive a 
Anoka, Minn. reactors have had x-ray studies as soon after e 
370 
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entrance as practicable. The reinfection 
cases found in the 1935 survey have been 
followed by yearly x-ray examinations and 
sputum or stool studies. All persons showing 
tubercle bacilli as well as those showing 
signs of activity by clinical and x-ray studies 
are isolated. 

The Anoka State Hospital receives most 
of its patients by transfer from certain other 
state institutions known as receiving or ad- 
mitting hospitals. Therefore, the patients 
are mostly of the type which have had more 
or less prolonged hospital residence and have 
been in contact with both known and un- 
known cases of tuberculosis in institutions as 
well as with other sources before admission. 
It has been shown(2) that the incidence of 
tuberculous infection and reinfection tuber- 
culosis is distinctly greater in such a group 
than among newly admitted persons whose 
sources of exposure include only those to 
whom they have been exposed before ad- 
mission. 

The disposition to January 1, 1941, of the 
150 reinfection type cases found in the 1935 
survey was as follows. Forty-four (29.3 
percent) died of pulmonary tuberculosis ; 22 
(14.7 percent) died of other causes; 2 (1.3 
percent) had been discharged; 10(6.7 per- 
cent) had been reclassified (7 or 4.7 percent 
as negative, 2 or 1.3 percent as pleurisy only 
and I or 0.7 percent as first infection) ; and 
72 (47.9 percent) continued under hospital 
care. During the period under consideration 
28 of these individuals were transferred to 
other hospitals ; 27 of them to a unit for the 
tuberculous at another Minnesota State Hos- 
pital. 

3ecause of the constantly increasing inci- 
dence of reinfection tuberculosis noted be- 
tween January I, 1936 and August I, 1939 
among the other 1046 patients of the 1935 
survey and among patients received there- 
after, a new survey was made to determine 
the number of unrecognized cases existing 
within the patient population. 

For several reasons, it was thought that 
a very large number of new cases would be 
found. The medical and nursing personnel 
carried over-loads of work. The physical 
facilities for the observation of cases as to 
activity and for those with known active dis- 
ease were inadequate. Transfers to special 


units at other hospitals were not made after 
1936 because such units were overcrowded. 
It is difficult to elicit physical signs of early 
tuberculosis in insane persons and in “men- 
tally deteriorated” individuals. Furthermore, 
routine yearly x-ray films had been made 
only for known reinfection cases. 

It was necessary that some economical 
method be found to permit discovery of 
minimal lesions with definite reliability and to 
detect advanced lesions before symptoms oc- 
curred in order to segregate infectious per- 
sons early and institute treatment promptly. 

After careful consideration of the medical 
and economic merits of the 14” x17” cellu- 
loid and paper films, fluoroscopy, the 4” x 5” 
fluorogram and the 35 mm. fluorogram(3, 
4, 5), the last named was chosen for this 
study. An apparatus for taking 35 mm. 
fluorograms was developed in 1939 by the 
United States Public Health Service in co- 
operation with the Division of Social Wel- 
fare of Minnesota and the Anoka State 
Hospital(6). Such equipment is inexpensive, 
easily portable and readily available for use 
in state institutions. 

Due to the difficulties involved in obtaining 
sputum or stool specimens from the insane, 
it was decided to investigate the merits of 
examination of stomach washings for tubercle 
bacilli to correlate with the x-ray findings. 

The following studies were carried out 
late in 1939 and early in 1940. This is re- 
ferred to as the 1940 survey. The work con- 
sists of three parts, (1) the study of 1448 
of 1455 patients by means of 14” x 17” cellu- 
loid x-ray films, (2) the comparative analy- 
sis, as reported(6), of a group of 1264 pa- 
tients upon whom satisfactorily matching 14” 
x 17” celluloid films and 35 mm. fluorograms 
were obtained, and (3) the evaluation of 
gastric lavage examinations in the diagnosis 
of pulmonary tuberculosis among the insane. 
The x-ray findings of the 1448 persons by 
14” x17” films as shown in the 1940 survey 
were compared with similar findings in the 
1935 survey or after the patient’s admittance 
if subsequent to that time. 

In only 7 (0.5 percent) of the 1455 pa- 
tients studied could no satisfactory 14” x 17” 
film be obtained. The few failures were 
caused by lack of cooperation or physical 
deformity. 
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All employees were also examined in this 
survey, but in this discussion only the results 
of studies of patients will be considered. 

The 1448 patients were distributed by age 
and sex as follows: 


Male Female 
Age Total No. Percent No. Percent 
Total all ages. 1448 433 100.0 1015 100.0 
10 3 0.7 7 0.7 
308 QI 21.0 217 21:3 
724 219 50.6 505 49.8 
65 and over.. 406 120 27.7 286 28.2 


It may be noted that 70.1 percent or more 
than two-thirds of the group were women, 
and that the age distribution is similar for 
both sexes. 

As of January 1, 1940, 78 of the 1448 
patients in the large film study were known 
to have reinfection type tuberculosis. Of 
these, 44 were classified as minimal; 22 as 
moderately advanced and 12 as far advanced. 

In addition to the 78 cases of previously 
known reinfection tuberculosis, 248 new 
cases were identified by the large films. Of 
the 248 new cases, 166 (66.9 percent) had 
minimal, 72 (29.0 percent) had moderately 
advanced and 10 (4.0 percent) had far ad- 
vanced lesions. In addition, 100 cases were 
classified as having suspicious lesions in the 
apices. X-ray films revealed 246 first in- 
fections. Classified as “thickened pleura or 
no findings” were 53. In this group were 37 
who were classified as negative but who re- 
ceived special study. In summary, 725 (50.1 
percent) showed some abnormal findings or 
received special study, and 723 (49.9 per- 
cent) were definitely non-tuberculous. 

The use of stomach washings for diag- 
nostic purposes in the present studies was 
suggested by Holm(5) in Denmark through 
experience in minimal pulmonary tubercu- 
losis without symptoms. The stomach wash- 
ings of many of the patients with reinfection 
tuberculosis or suspicious films and of many 
without reinfection lesions, were examined 
for tubercle bacilli. The results of the find- 
ings by this procedure are influenced by the 
fact that in most instances only one specimen 
was examined from the same individual. 
Multiple specimens would likely have in- 
creased the number of positives. The result 
obtained by studying stomach washings com- 
pared with x-ray studies is shown in Tables 


3 and 4. 


ANOKA STATE HOSPITAI 


Specimens were obtained from 195 of 210 
patients with minimal lesions, 73 of 94 with 
f 22 with 
and 203 of the 399 


moderately advanced lesions, 8 of 
far advanced lesions, 
cases which were not definitely diagnosed as 
reinfection cases. It is worthy of note that 
all of as “thickened 
pleura or no findings” and 84 of the 100 
“suspicious” Of the 


stomach washings were 


those classified 


cases were examined. 


$79 persons whose 


TABLE 3 
Gastric Lava EXAMINATIONS ACCORDING TO 
FINDINGS ON 14” x17” Cnest FILMs, 
ANOKA (MINNESOTA) STATE HOsPITAL, 
1940 
x 17” x N N Percent 
n readings " x 1 examined 
Total ..'. . 725 171 60.1 
Minimal ..... 210 195 92.9 
Moderately advanced .. 04 73 77.6 
Far advanced .. 8 36.4 
“Reserved or suspect”... 100 84 84.0 
First infection .. 246 66 20.8 
Thickened Pleura or no 
nndings 53 53 100.0 
TABLE 4 
TUBERCLE BACILLI IN Gastric LAVAGE ACCorRD- 
ING TO FINDINGS ON 14” x17” CHEST FILMs, 
\NoKA (MINNESOTA) STATE HospPITAL, 
1940 
Positive * 
14” x17" x-ray N ion 
film readings exan N Percent 
lotal 179 78 16.3 
Minimal 195 31 15.9 
Moderately advanced 27 37.0 
Far advanced rir 8 7 87.5 
“Reserved or suspect’”.. 84 8 0.5 
First infection ..... : 6¢ 2 3.0 
Thickened Pleura or no 
findings . 37 5.7 
* Positive gastric lavage findings indicate virulent tuber- 
cle bacilli have been found by culture and guinea pig 
tests 
t Negative films during survey subsequently showed 
minima reinfection 


examined, 78 (16.3 percent) were positive. 
By “positive” is meant that virulent tubercle 
bacilli were found by the laboratory staff of 
the Minnesota State Board of Health through 
culture and guinea pig tests. Of the patients 
with minimal lesions, 15.9 percent had posi- 
tive sputum; of those with moderately ad- 
vanced lesions, 37.0 percent had positive 
sputum and 87.5 percent of those having far 
advanced lesions showed tubercle bacilli in 
their sputum. 

As indicated, of the 203 persons without 
reinfection tuberculosis whose stomach wash- 
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ings were examined, 53 were classified as 
having “thickened pleura or no findings.” 
In 39 of these the films were read as nega- 
tive by the roentgenologist who interpreted 
all of the large films in the 1940 survey, and 
14 had thickened pleura. Three of these 39 
classified as negative had positive stomach 
washings. Iurther x-ray studies subsequent 
to the survey revealed minimal reinfection 
lesions in each instance. 

As a result of the experience with exami- 
nation of gastric lavage specimens, it is be- 
lieved that this procedure is a useful one in 
the control of pulmonary tuberculosis among 
mentally ill patients. The diagnosis of early 
reinfection pulmonary tuberculosis found or 
suspected in x-ray films can frequently be 
confirmed by positive stomach washings. 
Furthermore, the positive gastric lavage defi- 
nitely indicates infectiousness of the lesion. 

Of the 725 cases given special study in the 
1940 survey, 661 (91.0 percent) were ex- 
amined at Anoka or another of the Minnesota 
state hospitals in 1935; 17 or (2.3 percent) 
on admittance to Anoka or elsewhere in 1936; 
14 (2.0 percent) similarly in 1937; 17 (2.3 
percent) in 1938; 14 (2 percent) in 1939 
and 2 (0.3 percent) in 1940 prior to the 
survey proper. 

Assuming that those negative to the Man- 
toux test in 1935 were uninfected as well as 
those with known negative films, comparison 
of the status of the 661 patients studied then 
with their status in 1940 indicates the follow- 
ing: Of 202 patients having minimal lesions 
in 1940, 96 (47.5 percent) were normal in 
the earlier survey whereas only 24 (11.8 
percent) showed reinfection type tuberculo- 
sis. 

In the 1940 moderately advanced group 
of g2 cases, 28 (30.5 percent were normal and 
only 25 (27.2 percent) were classified as 
second infections in 1935. Of the 21 far ad- 
vanced cases of the later survey, 8 (38.1 
percent) were considered to be normal and 
9 (42.9 percent) were found to be second 
infections at the time of the earlier study. 

Similar comparisons of status of those 
admitted subsequent to 1935 and prior to the 
1940 survey were made, but the number of 
cases per year is too few to warrant per- 
centage studies. 

It is believed that the above findings 
brought out in the large film study serve to 


stress the importance of the contention that 
some economical method must be found to 
discover minimal lesions with definite relia- 
bility, and to detect advanced lesions before 
symptoms appear in order that segregation of 
infectious persons might be effected early. 

It was planned to take 35 mm. flourograms 
and 14” x17” celluloid x-ray films simul- 
taneously of all patients who could cooperate 
and of all employees. About 400 of the large 
films were taken three to six months earlier 
than the corresponding small films due to 
unavoidable circumstances. The remainder 
were taken simultaneously. The comparative 
analysis of the group of 1264 patients of 
whom satisfactorily matching 14” x17” 
celluloid films and 35 mm. fluorograms were 
obtained has been reported. 

The use of 35 mm. fluorograms alone in 
this group of 1264 patients would have 
brought about the recognition of 101 minimal, 
51 moderately and 4 far advanced cases of 
previously unknown reinfection pulmonary 
tuberculosis. The accompanying use of the 
14” x17” celluloid film brought to light 18 
minimal and 3 moderately advanced addi- 
tional cases in this group. No additional far 
advanced lesions were found by large film. 


SUGGESTIONS CONCERNING THE CONTROL 
OF PULMONARY TUBERCULOSIS IN 
PsYCHIATRIC HOSPITALS 


Here, as in tuberculosis in other environ- 
ments there are two chief factors in its con- 
trol: first, the identification and control of 
sources of the infection; and second, the 
treatment of persons with known active 
tuberculous disease. The latter point will 
not be discussed here other than to state that 
the treatment of tuberculosis among the 
psychotic should be carried out by specialists 
in tuberculosis, responsible to the hospital 
administrator, with the most approved meth- 
ods of therapy now being used. 

There are several principal ways in which 
the disease may spread in institutions: (1) 
Exposure to personnel who, upon employ- 
ment, have unrecognized, active, reinfection 
type pulmonary tuberculosis. (2) Contact 
with personnel who have unrecognized re- 
activation of known reinfection disease. (3) 
Exposure to employees who previously were 
known not to have reinfection tuberculosis, 
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but who have developed unrecognized rein- 
fection type tuberculosis. (4) Exposure to 
newly admitted or readmitted patients or 
those returning from long visits who have 
unrecognized second infection tuberculosis. 
(5) Contact with resident patients known 
to have quiescent reinfection disease which 
has again become infectious unknown to 
the staff. (6) Exposure to new, infectious 
cases of the reinfection type in patients in 
residence who were previously thought to 
be or found to be free of reinfection tubercu- 
losis. (7) Contacts with visitors with in- 
fectious tuberculosis. 

The last named source is for the most 
part beyond the control of the hospital ad- 
ministrator. Steps must be taken to keep at 
the irreducible minimum disease arising from 
the other sources. The following procedures 
are suggested : 

1. Any individual very seriously consid- 
ered for employment should be studied by 
14” x17” celluloid x-ray film for evidence 
of reinfection tuberculosis. If this is found, 
no matter how slight its extent, the individual 
should have repeated negative sputum tests 
or better yet, gastric lavage examinations for 
tubercle bacilli. He should not be accepted 
for employment until it is definitely known 
that he has no active pulmonary disease. 

2. Any employee known to have reinfec- 
tion type disease should be rechecked by x-ray 
and sputum examinations at least once each 
six months or once every three months if 
he is in close contact with patients with 
known active pulmonary tuberculosis. 

3. All other personnel who come in close 
contact with known active tuberculous pa- 
tients should have large x-ray films once 
every three months, the remainder semi- 
annually or annually depending upon the 
degree of their exposure. Any new cases 
identified should be placed under proper 
treatment. 

4. Each patient newly admitted or read- 
mitted or returned from a prolonged visit 
should be examined as is a prospective em- 
ployee. Here it is well to use stomach wash- 
ing examinations in preference to sputum 
tests in a great many instances. Obviously 
active cases must be isolated immediately 
and adequately treated. 

5. All patients resident in the hospital 
should be checked annually by 35 mm. fluoro- 


grams, an inexpensive procedure, and all in- 
dividuals with abnormal or suspicious find- 
ings or changes in status carefully checked 
with stomach washing examinations for tu- 
bercle bacilli. Where necessary, further ex- 
aminations with 14” x17” films should be 
made. Each active case must be isolated at 
once and proper therapy instituted. 

By following the above suggestions, rein- 
fection pulmonary tuberculosis in psychiatric 
hospitals can be kept at or near an irreducible 
minimum. 


CONCLUSIONS 


1. The importance of the annual examina- 
tion of all patients resident in a psychiatric 
hospital rather than only those with known 
reinfection tuberculosis has been emphasized 
by the comparison of the status of a large 
group of patients in 1935 with their status in 
1940. 

2. As a result of experience with the ex- 
amination of gastric lavage specimens, this 
procedure is found to be a useful addition to 
methods for the identification and control of 
pulmonary tuberculosis among mentally ill 
patients. 

3. The value of the 35 mm. fluorogram for 
finding otherwise unrecognized cases of re- 
infection pulmonary tuberculosis was shown 
by this fluorogram and large film comparison 
to be very significant. 

4. It is felt that by following the above sug- 
gestions for the control of reinfection pul- 
monary tuberculosis in psychiatric hospitals, 
the disease may be kept at or near an ir- 
reducible minimum. 
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PSYCHIATRY FOR CHILDREN 


A Brier History oF DEVELOPMENTS 
LAWSON G. LOWREY, M.D., New York, N. Y. 


Within the limits of this paper it is pos- 
sible to sketch only the broad outlines of 
developments in the application of psychiatry 
to children’s problems. The history of child 
psychiatry, a term of which I do not approve 
for obvious reasons inherent in the form of 
the phrase, properly begins with the care, 
treatment and training of mental defectives. 
These were practically the only psychiatric 
efforts with children from about 1846 to 
about 1909. Important efforts in related 
fields, particularly “child study” and educa- 
tion, occurred in the latter part of this period 
and have a bearing on modern developments. 
In 1909 began a second period, extending to 
1919, when there was extension of psychia- 
tric study to other children presenting prob- 
lems, particularly to delinquents. Finally, 
during the past 25 years, there has been a 
tremendous expansion of clinical resources 
for “problem” children, in the form of child 
guidance clinics and centers, wards and out- 
patient services in psychopathic and state 
hospitals, pediatric-psychiatric services, in 
correctional institutions, and in certain 
schools. Clinics for children have been or- 
ganized as independent units and in connec- 
tion with social agencies, as bureaus or de- 
partments in public school systems, as divi- 
sions in state and county departments of 
health, as divisions of state departments of 
mental diseases or mental hygiene, and in 
juvenile courts. 

This presentation follows the chronology 
given above. Greatest attention is given to 
the last period. It must be emphasized that 
it is within this time that preventive psy- 
chiatry as clinical practice, that is to say 
orthopsychiatry, has blossomed into a great 
and ever/expanding program. Perhaps the 
most significant feature of this development 
from an administrative point of view is that 


1 Read at the Centenary Meeting of The Ameri- 
can Psychiatric Association, joint session of the 
Section on Psychopathology of Childhood and the 
American Association on Mental Deficiency, Phila- 
delphia, Pa., May 15-18, 1944. 


no special program of institutional building 
has been required. 


1846-1909 


Baker(2) states that in 1846 there were 
no schools or institutions, private or public, 
for the care of the feebleminded in the United 
States. Defectives were cared for in their 
homes, in poor farms, asylums, jails and 
prisons. There had been attempts to train 
a few defectives at the American Asylum for 
the Deaf and Dumb at Hartford in 1818, and 
at the Perkins Institute for the Blind in 
Boston in 1837. These attempts were prob- 
ably stimulated by the work of Itard(11), 
whose efforts to train an idiot found run- 
ning as a savage in the woods near Paris in 
1798 resulted in the first actual demonstra- 
tion of the trainability of the feebleminded. 
Prior to this time, defectives were sometimes 
venerated, more often abused, but never re- 
garded as troubled human beings in need of 
sympathy, care and training. 

Itard’s work profoundly influenced one 
of his students, Edouard Seguin, who is 
credited by Baker with the establishment of 
the first successful training school for idiots 
in Paris in 1837. The word “idiot” covered 
all grades of defectiveness then recognized. 
However, Wylie(27) credits Esquirol with 
differentiating idiocy from dementia, and 
establishing the two grades of idiocy and im- 
becility. Wylie (p. 41) also states that Dr. 
Belhomme first taught idiots in groups at 
the Salpétriére, apparently prior to 1824. 
Then he states (p. 42) that in 1831 Falret 
established a school in Salpétriére; that in 
1833 Voisin organized “a similar service 
for idiots” in another hospital, followed by 
a “special school for mental defectives” the 
next year. Further, Wylie says that Sequin 
began at the Bicétre in 1839, and was ap- 
pointed manager of the school in 1842. 

Perhaps these variations in accounts of 
priorities are not especially important. It 
is, however, clear that training methods for 
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defectives had their origin in France, and that 
early developments in this country stemmed 
directly from French reports. 

In 1846, the same year that Seguin pub 
lished his famous and extremely influential 
treatise on the education of idiots and back- 
ward children, an experimental school for 
mental defectives was established by act of 
the Massachusetts Legislature at the Per- 
kins Institute for the Blind in Boston. This 
was at first supervised by Dr. Samuel G. 
Howe. In 1848 Seguin became the super- 
intendent of the school, which was incorpor- 
ated in 1850 as the Massachusetts School for 
Idiotic and Feebleminded Children. Today 
we know this institution as the Walter E. 
Fernald State School, renamed in honor of 
the man who was its superintendent for 37 
years, from 1887 to 1924. Also in 1848, Dr. 
Hervey B. Wilbur took a feebleminded boy 
into his home in Barre, Mass., and undertook 
his training. Both these efforts were directly 
due to Seguin. 

The primary idea behind the development 
of institutions in the various states was that 
they filled lacks in the system of education. 
Hence their designation as schools, and em- 
phasis on training with the idea of returning 
the trained person to his home. It is striking, 
however, that in Baker’s review all of the 
early schools—in Massachusetts, New York, 
Pennsylvania and Ohio—were headed by 
doctors. By the middle seventies there was 
general recognition of the need for special 
care and training of defectives. 

Wylie reports that in 1876 there were 8 
institutions in 7 states caring for about 1300, 
while in 1927 there were 73 institutions, in- 
cluding 8 for epileptics only, with a total 
population in excess of 57,000. Only 5 states 
had no such institution in the latter year. 

It is significant of the general philosophy 


of the early years that education of defectives . 


was at first seen only in terms of institutional 
training. Indeed, there was weighty and 
authoritative opinion to the effect that all 
defectives should be segregated for life. It 
may be noted in passing that until the middle 
twenties of this century, persisting to some 
extent as a viewpoint up to the present day, 
great emphasis was laid on mental deficiency 
as a cause of crime. It was not, please note, 
regarded as one of many factors in person- 


| Nov. 


ality deviation leading to failures in social 
adaptation, but as a, or perhaps the, cause of 
crime. 

\s already noted, both Baker and Wylie 
stress developments in France at the begin- 
ning of the 19th century as representing the 
ereatest stimuli to the organization of work 
in this country. To Drs. Hervey B. Wilbur 
and Samuel G. Howe, both of Massachusetts, 


is extended the credit for the first systema- 


tized efforts. However, Wylie quotes a state- 


ment to the effect that the first 7 institutions 
in this country owed their existence wholly 
or in part to Seguin and his school at the 
sicétre, Hospice for Incurables, in Paris. 
derived his ideas and op- 
portunities from Esquirol and Itard. In the 
history of the early care and training of men- 
tal defectives there are repeated references 
to association with the training of the deaf 
and dumb. This was a natural and even 
essential association because of the substitu- 
tive nature of the possible avenues for educa- 
tion. In 1927 I was struck by the fact that 
this was still true in France. Simon was then 
stationed at Peray-Vaucluse, his institution 
being about a half mile from the asylum. For 
the most part his children were low grade 
and not especially trainable. While he con- 
tinued his studies of measurements, little 
could be seen except the simplest of custodial 
care, though there were facilities for training. 
Real training was seen only at Aisniéres 
where, at the School for the Deaf and Dumb, 
there was a program for morons. These 
were the only defectives regarded as train- 
able; the others were apparently considered 
only eligible for custody. 

In the United States, however, the care of 
the feebleminded developed along several 
lines. Custodial care was and is important, 
but the development of colonies, boarding 
out, parole and social supervision, recognition 
and separation of the defective delinquent, 
and the provision of special classes in the 
public schools, are all evidences of wider 
horizons. Inevitably such developrnents are 
related to the achievements of men who, 
working individually and in groups, pro- 
foundly influenced the course of events. As 
[ read the history of the latter part of this 
period, no name stands out more clearly than 
that of Walter E. Fernald. In 1930 the Mas- 


= 
sa 

iss 

Bi 

all 

as 

fe 

ca 

er 

in 

pr 

It 

P 

m 

pl 

A 

th 
Wi 

eV 
ca 

li 

Si 

be 

oO 

pl 
al 

d 
th 

d 
it 
re 
tl 

d 
} cl 

i! 

i! 

il 

n 

O 

S 

h 

a 


Nov. 
social 
AY of 


Vylie 
egin- 
g the 
work 
‘ilbur 
setts, 
ema- 
state- 
itions 
holly 
t the 
aris. 
1 op- 
n the 
men- 
ences 
deaf 
even 
stitu- 
luca- 
that 
then 
ution 
For 
rrade 
con- 
little 
odial 
ning. 
iéres 
umh, 
“hese 
rain- 
lered 


re of 
veral 
‘tant, 
rding 
Lition 
uent, 
1 the 
vider 
s are 
who, 
pro- 
he As 
this 
than 
Mas- 


1944 | LAWSON G. 


LOWREY 377 


sachusetts Department of Mental Diseases 
issued the Fernald Memorial Number of its 
Bulletin (Vol. XIV, Nos. 1 and 2). With 
all due respect to the many other able and 
assiduous students of the problems of the 
feebleminded, it seems to me that no other 
career in the 37 years of great activity cov- 
ered by his work is so typical of the progress 
in the field of psychiatry applied to children’s 
problems as was Fernald’s. From the time 
of his first address as president of The As- 
sociation of Medical Officers of American 
Institutions for Idiocy and Feeble-minded 
Persons in 1893 (“The History of the Treat- 
ment of the Feeble-minded”) until his second 
presidential address in 1924 to the re-named 
American Association for the Study of the 
Feeble-minded (“Thirty Years’ Progress in 
the Care of the Feeble-minded’’), Fernald 
was the proponent or in the forefront of 
every movement to improve understanding, 
care and social position of the feebleminded. 
Incidental to these interests was the exten- 
sion to many other types of children of the 
benefits of psychiatric understanding and 
approach. It seems to me that a mere recital 
of a few of his major interests and accom- 
plishments will serve to illustrate the growth 
and development of children’s psychiatry 
during the period now under consideration. 

Fernald was among the first to graduate 
the types and complexity of work for the 
defective. He early recognized the extremely 
important point that there were more un- 
recognized feebleminded in the community 
than ever got into institutions. In fact, as 
early as 1891 he was operating an out-patient 
diagnostic clinic—one of the first out-patient 
clinics of any sort for psychiatric patients 
in this country and, so far as I can ascertain, 
in the world. He gave important personal 
service in connection with the establishment 
of the first special class for mentally deficient 
children in our country, in Providence, R. I., 
in 1896. And in 1918 his advice was still 
sought and found by this same school system. 

Miss Frances E. Cheney(3) credits Fer- 
nald with great influence in the establishment 
of special classes generally. I am especially 
struck by her quotation of a passage ih which 
he speaks of ‘mentally exceptional’ children 
and their needs for special instruction. Miss 
Cheney brings out other points which may be 


briefly summarized. Fernald believed that 
“every American child has the right to be 
educated according to his need and capacity.” 
Retarded children should be isolated so that 
normal children would not be annoyed or 
hindered, and also for proper care. Consider 
this quotation in the light of 1944 knowledge : 
‘He describes graphically the fate of neg- 
lected young children whom he had seen, 
“simple-minded, trusting, affectionate, anx- 
ious to please,” who later developed “an en- 
tirely changed view of life, a change brought 
about by misunderstanding, by continued 
defeat, by the repeated depressing influence 
of failure which led the boy or girl to commit 
some anti-social or overt act in self-defense 
or in defiance of the world which had given 
such boy or girl nothing but rebuffs and 
disapproval.”’’ Or this: ‘Among the qualifi- 
cations for teachers he notes that they should 
be “fond of children, sympathetic and kind, 
but firm and decisive. .... The personality 
of the teacher is the all-important factor.” ’ 

Fernald wanted all normal school gradu- 
ates to be familiar with the limitations and 
needs of the retarded child. He stressed the 
point that education differed in degree, not 
in kind—‘“the progress is slower, and the 
child cannot be carried so far.” In a paper 
published in 1915, he at least indicated an 
interest in the results of social workers’ par- 
ticipation in the program, emphasized in later 
papers in 1923 and 1924. 

Baker (p. 28-29) summarizes Fernald’s 
contributions in the following words: 


Dr. Fernald was continually instructing and in- 
spiring new men and women in the field to investi- 
gation. He collaborated extensively with many— 
as an instance the work of his Waverly Researches 
which were carried on for I5 or more years... .. 

He was sponsor for the law relating to the cen- 
sus and registration of the feebleminded in Massa- 
chusetts. .... 

He was sponsor for the law permitting the parole 
of feebleminded from the state schools; a law 
legally recognizing the defective delinquent and 
making separate institutional provision for them; 
a law requiring that an inquiry shall be made into 
the mental status of prisoners; a law establishing 
psychiatric clinics for the examination of retarded 
children in the public schools. Having sponsored 
this last-mentioned law Dr. Fernald looked forward 
with zeal and hope to realizing its operation, and 
the last week of his life, preceding his short illness, 
was given to intensive instruction in diagnosticating 
feeblemindedness, to a class of physicians from 
other Massachusetts state institutions. 
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As a young man Dr. Fernald knew intimately the 
well-chosen pioneer superintendents, such men of 
long service as Seguin, the Wilburs, Kerlin, Doren, 
Osborne, Wilmarth, Brown, Knight, Richards, 
Carson, Rogers, Smith, Fish and Beaton of Orillia, 
Canada. 

Being a ready listener with an extremely re- 
tentive memory his 37 year period of service priv- 
ileged him to be the synthesizer and transmitter 
of an invaluable fund of knowledge and experience 
from the old men of his youth to the young asso- 
ciates of his maturity. 


Fernald’s life and contributions overlap 
into the next era, though not for long. But 
before passing onto that, it must be noted 
that during the 16 years, 1893 to 1909, came 
the first sustained period of actual and scien- 
tific study of children as such, 1. ¢e., average, 
healthy, normal children, their ideas, inter- 
ests, attitudes, etc. Tulchin(24) has reviewed 
these developments which, following sporadic 
efforts. especially stimulated by G. Stanley 
Hall, were brought to a focus in a national 
association for the study of children in 1893. 
The development of state societies followed, 
an especially strong one being the Illinois 
Society, in which Adolf Meyer was an active 
participant. 

Among other things, Tulchin brings out 
the entrance of psychologists into the picture. 
In 1896 Lightner Witmer established the first 
psychological (psychoeducational) clinic at 
the University of Pennsylvania. In 1900 
A. R. T. Wylie established a psychological 
laboratory at the state institution for the 
feebleminded at Faribault, Minn., and placed 
Fred Kuhlman in charge. This was appar- 
ently the first such laboratory in the country. 
Then in 1906, a department of research was 
established at the training school at Vineland, 
N. J., with H. H. Goddard as director, a 
post he held until 1918. It was Goddard 
who brought the first edition of the Binet- 
Simon test to this country in 1908, and who 
published the Vineland revision of the scale 
in IQIO. 


1909-1919 


A new era in psychiatry started in 1909, 
when Healy began his work at the Juvenile 
Psychopathic Institute, a privately supported 
enterprize associated with the Chicago Juve- 
nile Court. Fink(7), in his excellent histori- 
cal survey of biological theories of the causes 
of crime in this country, says that Healy’s 
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“monumental volume of 


marks the 
transition from the old to the modern era in 
this country.”” Again, “Healy’s contribution 
was his establishment of the case study of 
the individual offender and his concept of 
the essentially dynamic character of the hu- 
man personality.” So significant did Fink 
regard Healy’s book, The Individual Delin- 
quent, that he closed his survey with the year 
1915, when Healy’s book appeared. 

Healy(8) reports that in 1908 he visited 
medical clinics, juvenile courts and institu- 
tions for juveniles, and consulted physicians, 
educators, psychologists and others. “With 
the possible exception of Witmer’s Clinic in 
Philadelphia where defectives were being 
observed and the beginning of Goddard’s 
work with Johnstone at Vineland, also with 
defectives, there was not even the semblance 
of anything that could be called a well- 
rounded study of a young human individ- 
ual... .. Even physiological norms were 
not available; standardized mental tests had 
to be developed—the Binet age level scale 
had not yet appeared; the importance of 
knowledge of family attitudes and condi- 
tionings was barely realized.” 

What was the general situation in psy- 
chiatry in 1909? Arthur Kilbourne of the 
Rochester (Minn.) State Hospital was presi- 
dent of this association which met that year, 
the sixty-fifth meeting, in Atlantic City. 
There was just one psychopathic hospital so 
named in the country, that at Ann Arbor, 
Mich. (1906), directed by A. M. Barrett. 
There were, of course, the famous Pavilion 
F at the Albany General Hospital (1902), 
founded by Dr. Mosher, the division of psy- 
chiatry at Bellevue Hospital (1879) directed 
by Menas Gregory, and the wards at Block- 
ley (1890). 

Adolf Meyer had converted the Patholog- 
ical Institute of the New York State Hospital 
System into the Psychiatric Institute, then 
housed at the Manhattan State Hospital on 
Wards Island. The next year he removed 
to the Hopkins, where in 1913 he opened 
the Henry Phipps Psychiatric Clinic. E. E. 
Southard became pathologist to the Massa- 
chusetts State Board of Insanity in 1909. 
Owen Copp was then the executive secretary 
of that Board, and in his annual reports had 
already been agitating for a psychopathic 
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hospital. Thomas W. Salmon was still in 
the U. S. Public Health Service, and his out- 
standing services to the field of mental hy- 
giene were yet to come. Clifford W. Beers 
had founded the Connecticut Society for 
Mental Hygiene in 1908, and in 1909 organ- 
ized the National Committee for Mental 
Hygiene. 

Wassermann’s test was coming into use 
and spinal puncture was occasionally done 
on mental patients. The laboratory approach 
was being fostered everywhere, and many 
institutions had full time pathologists. There 
were, however, very few out-patient depart- 
ments of psychiatric hospitals—those at the 
Pennsylvania Hospital (1885), at Warren 
State Hospital, Pa. (1885), and at Dr. Fer- 
nald’s school (1891), being the only ones I 
have been able to locate. 

Apparently the first full time pathologist 
in a mental hospital in this country was 
Edward S. Hun, at Utica, in 1868. Next, so 
far as I can learn, was Adolf Meyer, ap- 
pointed at Kankakee, IIl., in 1893, followed 
by W. L. Worcester, at Danvers, Mass., in 
1895. The Pathological Institute of the New 
York State Hospitals was also established in 
1895, under the direction of Ira van Gieson. 
Taken over in 1902 by Adolf Meyer and 
moved to Wards Island, it became a clinical 
as well as a pathological research organiza- 
tion. These are mentioned in passing as 
evidence of the scientific upsurge which re- 
animated psychiatry. 

In 1909 the concept of dementia przcox 
was fairly well accepted in this country, 
though Kraepelin’s 8th edition, containing 
his greatest elaboration of the subject, did 
not appear till 1913. White’s “Outline of 
Psychiatry” and Rosanoff’s translation of de 
Fursac were being well accepted and taking 
the place of the single volume texts on 
nervous and mental disease. There were 
more “alienists” than “psychiatrists,” and 
the warfare between neurologists and psy- 
chiatrists was still hot; to some extent, this 
still smolders. 

The present day clinical team of psychia- 
trist, psychologist and psychiatric social 
worker was not even a dream. Psychiatric 
social work as such had not been thought of. 
It is true that Meyer began utilizing the 
services of a home visitor (at first Mrs. 
Meyer) in 1904, and that the New York 


State Charities Aid Association had after- 
care workers assigned to the state hospitals 
in 1906. Also, a social worker had been 
employed in the neurological clinic at the 
Massachusetts General Hospital in 1905, and 
one at Bellevue Hospital in 1906; at about 
the time Richard Cabot introduced medical 
social work into the Massachusetts General 
Hospital. But real social work in mental 
hospitals was yet to come. 

The years 1909 to I9I19 have always 
seemed to me to be particularly important 
in the development of psychiatry in this 
country. It was during those years that the 
Boston Psychopathic Hospital (1912) under 
Southard, and the Phipps Psychiatric Clinic 
(1913) were opened. Massachusetts opened 
clinics in connection with its state hospitals 
(1914), which were later developed into 
mental hygiene clinics. The National Com- 
mittee for Mental Hygiene began to conduct 
a variety of surveys under Salmon (1912) 
which later led to the modern period. Psy- 
chiatric social work was begun by the intro- 
duction first of eugenics workers (1911), and 
then of social workers in the state hospitals. 
(For an elaboration of these and other his- 
torical points, cf. Lowrey(14).) 

A critical point in developments was the 
organization of the Boston Psychopathic 
Hospital and Phipps Clinic, where psychol- 
ogists and social workers were included 
from the beginning, and both from the first 
had out-patient departments. Though the 
Boston Hospital had no special department 
for children, a great many were studied both 
in wards and out-patient department. The 
Phipps Clinic had no special provision for 
children, though Dr. Meyer informs me in 
a personal communication that from the be- 
ginning there was access to public schools, 
that in one district all the children were given 
Binet tests, and in one school a special class 
was organized. Phipps has continued to have 
a large out-patient service for children, with 
Esther L. Richards in charge. While both 
these hospitals were teaching and research 
institutions, their relations to the community 
were quite different. This influenced the 
nature of work at each, and particularly de- 
termined their contributions in the children’s 
field. 

The Boston Psychopathic was established 
as a temporary care institution serving the 
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Boston area. Admission procedures were 
relatively informal, patients coming in on a 
physician’s certificate valid for 10 days, or 
through the police, or on voluntary applica- 
tion. “Acute and curable” cases could be 
held for longer periods, either as voluntary 
or as committed patients. The admission 
rate was high, some 2000 per year; the out- 
patient department also had a large clientele, 
most of whom had not been in the hospital 
and were not sent in. Included in its admis- 
sions and in its out-patient department were 
considerable numbers of children. One par- 
ticular group comprised adolescent girls on 
parole from the State Training School. The 
parole department was headed by Edith N. 
Burleigh, who had been the first worker in 
Dr. Putnam’s neurological clinic at Massa- 
chusetts General Hospital. (Hence the hos- 
pital designation of “Burleigh girls” applied 
to these youngsters.) This specific group of 
admissions is mentioned because it is so 
indicative of the way in which social agencies 
reached out for psychiatric help when it was 
made available to them. It is, I think, highly 
significant that from the time of its founding 
in 1873 (as the National Conference of 
Charities and Corrections) up to the present, 
the National Conference of Social Work 
programs have always contained psychiatric 
and mental hygiene topics. Psychiatrists have 
been officers as well as much sought for 
speakers. On the other hand, until the last 
four decades only abortive attempts were 
made by psychiatrists to use after-care work- 
ers. The use of social workers in hospitals 
and clinics is, as already. noted, even more 
recent. 

In any case, from the time Mary Jarrett 
went to the Boston Psychopathic in 1913, a 
training program for social workers was 
carried on. In that year 3 Massachusetts state 
hospitals had social workers, and by I9I5 
all the hospitals in that state were covered, 
according to Curtis(6). With these two 
developments, and the developments in New 
York and Baltimore, mental hospital social 
work may be said to have really begun. 

It has been mentioned that Boston and 
Phipps included psychologists from the start. 
In Boston, Robert M. Yerkes was interested 
in the problems of intelligence and intelli- 
gence testing. The result was the Yerkes- 
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which for a time threat- 

Binet. However, Ter- 
the Binet have come to 
accepted standard Watson, at 


Bridges point scale, 


ened to supplant the 
man’s revisions of 
tests. 
Phipps, was interested in other approaches, 
and evolved behaviorism. 

When Goddard the Binet- 
Simon tests in 1908, making the first large 
report in I9Q10, a wave of testing and of test 
building was set off. Everyone seemed to be 
devising tests, and seemed to be 
testing all sorts and conditions of people, 


introduced 


everyone 


Especially among delinquents extraordinary 
proportions of feebleminded were apparently 
discovered (cf. “Clinical” 
developed almost over 
began to dispute with psychiatrists 
nd with psychiatric 
thev 


Lowrey(16)). 


were 


diagnoses. They be- 
said—that they could 
: by testing who was feebleminded. 
vecame necessary to this, and 
s famous “ten fields of in- 
quiry,’ published in 1917, was one of the 


lieved—at least 
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blest demonstrators of the fallacy. It may 
be added that some psychologists felt that 
they were the proper professional group to 
operate the hospitals for mental diseases. 


Nowadays people of similar views do exten- 
sive and “intensive” psychotherapy, neglect- 
ing the importance of an adequate knowledge 
of disease and disease processes. This is by 
no means a new problem. 


In setting up the Boston Psychopathic out- 
atient department, Southard called in a 
». V. Lueas, to direct it. South- 


ard showed in a number of papers(20, 21, 


pediatrician, | 
22) and in many ways his great interest in 
children and their problems, in education, etc. 
His fusions of interest resulted in the first 
real synthesis of social psychiatry ; indeed he 
was, | believe, the first to use and define the 
phrase(22). He was the first to speak of the 
clinical team of psychiatrist, psychologist, 
and social worker, and to have them work 
effectively together. And in putting a pedia- 
trician into his out-patient department, he 
clearly the fourfold study 
which constitutes the basic characteristic fea- 


foreshadowed 


ture of the child guidance clinic. 

Cabot(2) says that Southard suggested 
the first out-patient department for mental 
cases ; evolved the idea of the neuropsychia- 
trist ; evolved the idea of social psychiatry and 
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psychiatric social work ; devised the diagnos- 
tic scheme of the “Kingdom of Evils” ; 
evolved the idea of orderly exclusion in dag- 
nosis. These four suggestions Cabot regarded 
as of first rate importance. He says (p. 20): 

Each of these (like every other invention) can 
be challenged as not wholly new. There had been 
other neurologists who understood psychiatry also 
.... but few if any who considered their province 
to be the whole human being in all his relations 
and aspects! Not disease of the mind and ner- 
yous system only, but all bodily disease which 
could affect the mind; not disease alone, but con- 
genital defect or feeblemindedness .... ; moreover, 
the effect of old age, the character defects due to 
bad training, to economic evils, to “gangs,” the 
whole problem of delinquency, of litigation and its 
attendant evils, of unemployment or wrong employ- 
ment when it upsets mental or moral health—all 
this was the field of the neuropsychiatrist such as 
he had set himself to become. 


And it may be added, since problems of all 
these and other types were presented to the 
hospital, this was Southard’s conception of 
the field of psychiatry—all personal and 
social problems involving mental activity and 
behavior. 

Healy, Southard, Meyer, Herman Adler, 
White and Salmon—these were the men who 
by virtue of clinical and research work, pub- 
lications, and the organizations they directed, 
were in the forefront of the movement of 
psychiatry away from the isolation of the 
huge state hospital into the fabric of society. 
And as pioneer in the psychiatry of child- 
hood, Healy stands preeminent. 

The years 1909-I9I9 saw important 
changes in approaches and in administrative 
setup. From 1914 to 1917 Healy’s Chicago 
Institute was a Cook County Agency. In 
1917 Healy and Bronner (who had joined 
the Institute staff in 1912) removed to Bos- 
ton to head the Judge Baker Foundation 
(now the Judge Baker Guidance Center). 
From there they continued their important 
researches and publications. Herman Adler, 
who had been successively pathologist at Dan- 
vers State Hospital and chief-of-staff at the 
3oston Psychopathic, became the criminolo- 
gist for Illinois and director of Healy’s 
former organization, renamed the Institute 
for Juvenile Research. In 1920 the clinic 
was moved out of the psychopathic division 
of the Cook County Hospital into a building 
of its own. The Institute operated clinics 


8 


throughout the state, though centering most 
of its work in Chicago. In 1926 the Behavior 
Research Fund came into being, resulting 
in the publication of some 20 volumes of 
research findings. At present the Institute is 
housed in a building on the grounds of the 
university hospitals, operated by the State 
of Illinois. 

In 1914 Ohio opened a Bureau of Juvenile 
Research to study particularly the juvenile 
delinquents with special reference, so far as 
I can ascertain, to the detection of feeble- 
mindedness and other mental abnormalities. 
C. J. Emerich, superintendent of the School 
for the Feebleminded at Columbus, had been 
largely instrumental in persuading the State 
Board of Control to this move. Thomas H. 
Haines was the first clinical director, leaving 
in 1917 to do special work for the National 
Committee for Mental Hygiene with refer- 
ence to army problems. In 1918, H. H. God- 
dard went to Ohio to direct the Bureau, and 
since that time the Bureau has been under the 
direction of psychologists. 

Stevenson and Smith(23) state that there 
were 7 psychiatric clinics for children in 
1919. I am not able to secure positive identi- 
fication of these. However, as of 1g19, I 
have been able to locate the following clinics, 
some full time and some part: 


1. Clinic at the Waverly Training School, 1891. 

2. Institute for Juvenile Research, Chicago, 1909 
and 1917. 

3. Boston Psychopathic Hospital, 1912. 

4. Phipps Psychiatric Clinic, 1913. 

5. Ohio Bureau of Juvenile Research, Columbus, 
1914. 

6. California Bureau of Juvenile Research, 1915. 

7. Wayne County Clinic for Child Study, Detroit, 
Mich., 1916. 

8. Mental Hygiene Clinic, Grand Rapids, Mich., 
1916. 

9. Mental Hygiene Clinic, St. Elizabeth’s Hos- 
pital, 1916. 

10. Clinic of Westchester County, Department of 
Child Welfare, 1916. 

11. Judge Baker Foundation, Boston, 1917. 


In addition, there were Witmer’s clinic at 
the University of Pennsylvania (1896), the 
research department at Vineland (1906), and 
the Yale Psychoeducation Clinic, now the 
Yale Clinic of Child Development, directed 
from the first by Arnold Gesell (1911). 

In 1919 the New York State Commission 
for Mental Defectives established clinics, 
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“both fixed and movable,” operated by staffs 
of the state hospitals, assisted later by social 
workers and psychologists provided by the 
State Board of Charities, State Charities Aid 
Association, and through private sources. 
Later developments of this program will be 
discussed further on. 

Also in 1919, Ira S. Wile, a pediatrician 
and former member of the New York City 
Board of Education, spent some time with 
Healy in Boston. In the same year he opened 
the mental health class at Mt. Sinai Hospital 
in New York. This was the most successful 
and best known of American clinics con- 
ducted by the “open method.” 

At about this same time various moves 
were under way which are better discussed 
in the next section. But three developments 
of the impetus given to social psychiatry by 
the first world war must be mentioned. The 
first has to do with psychological testing, the 
second with psychiatric social work, and the 
third with the tremendous revival of interest 
in the child and his problems. Extra-institu- 
tional as well as institutional psychiatry were 
brought into the foreground most impor- 
tantly by the war, but that is another topic. 
It may be noted that all these activities are 
again being subjected to forced development 
in this war, with the difference that we have 
more treatment techniques, and also more 
effective ones, than was true 25 years ago. 

With regard to psychological testing, the 
story is well known. Suffice it to say here 
that the developments in this field during the 
war experience were directly responsible for 
great expansion in the use of tests, the 
evolution of many tests of varied aspects of 
personality, and the correction of many false 
ideas regarding the nature and extent of 
individual variations. 

The first world war really brought psy- 
chiatric social work into the forefront. 
Under the leadership of Dr. Southard and 
Miss Mary Jarrett, the Smith College School 
for Social Work began in 1918 training 
“psychiatric aids” for war work. Continued 
after the peace, many hundreds of psychiatric 
social workers have been graduated since 
then and are now to be found in all varieties 
of clinics and social agencies and in mental 
hospitals. The New York School of Social 
Work instituted courses in psychiatry and 
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mental hygiene at about the same time, with 
Bernard Glueck and Marion Kenworthy as 
instructors. 

Such then, was the general picture at the 
end of this decade—an active National Com- 
mittee for Mental Hygiene at work in public 
education and in surveys of mental disease 
problems ; and treatment of chil- 
dren’s problems under way in a number of 
centers ; psychopathic hospitals and out-pa- 
tient departments bringing psychiatry into 
fabric of social 
life and emergent problems; acute interest 
in the problems of delinquency ; aroused in- 
terest in all problems of childhood, normal 
and abnormal ; dynamic psychiatry, stressing 
treatment. 


research 


close relationship with the 


In 1910 Freud came to 
this country and lectured at Clark University, 
on the invitation of G. Stanley Hall. By 
1919 the battle over psychoanalysis was rag- 
ing full tilt. Significant contributions to the 
study of children did not appear until much 
later. 


One last point. 


IQI9-1944 


This quarter century presents us with the 
era of child guidance. Because of rapid 
burgeoning of psychiatric work with children, 
it is difficult to find the most effective way of 
presenting the facts. Several distinct types 
of evolution may be discerned. The first is 
the development of state programs, especially 
those connected with state departments of 
mental diseases or mental hygiene, and with 
individual state hospitals. Two types of pro- 
grams are to be found—child guidance (ex- 
tramural) clinics, with staffs drawn largely 
from the hospitals, and intramural wards or 
groups institutes for children. Another 
type of state development is to be found in 
the establishment of psychiatric units in the 
training schools for delinquents. As exam- 
ples of such state programs, those of New 
York and Massachusetts will be cited. 
Enough has already been said to give some 
indication of developments in Illinois. For 
a detailed study of these programs, see Wit- 
mer(20). 


or 


A second program, of especial historical 
interest, was that of the demonstration clinics 
operated by the National Committee for 
Mental Hygiene, financed by the Common- 
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wealth Fund, culminating in the Institute for 
Child Guidance of New York. Associated 
with or stemming from this program were 
important developments in psychiatric educa- 
tion, in training for psychiatric social work, 
and in pediatric psychiatry. The Common- 
wealth Fund Program on the Prevention of 
Delinquency, and the still continuing Division 
of Community Clinics of the National Com- 
mittee, were chiefly responsible, directly or 
indirectly, for the vast increase in child guid- 
ance clinics throughout the country. The 
small number of clinics in 1919 has already 
been noted. At the last canvas, in the Fall 
of 1939, there were 776 psychiatric clinics 
for children, including full and part time. 

A third sei of developments concerns sev- 
eral special types of projects, most of 
which can only be mentioned and not 
further discussed. Instances would be the 
psychiatric work of the New England 
Home for Little Wanderers, begun in 
1916 and made much more systematic 
in the twenties; Thom’s Habit Clinics in 
Boston, begun in 1921; the Child Guidance 
Home in Cincinnati, established by Louis A. 
Lurie in 1920; the Franklin School of the 
Pennsylvania Hospital, especially stimulated 
by the epidemic of encephalitis in the early 
twenties, and opened in 1926; special treat- 
ment facilities for problem children in or- 
phanage schools, of which the child guidance 
denartment of the Pleasantville, N. Y., Cot- 
tage School, begun in 1926 under the super- 
vision of C. P. Oberndorf, is an outstanding 
example ; the conversion of certain training 
schools into effective psychiatric centers for 
the treatment of delinquents, the Hawthorne- 
Cedar Knolls School of the New York Jew- 
ish Board of Guardians representing the most 
advanced of these. Then there is the inter- 
esting Children’s Center, associated with 
Judge Baker Foundation(19). Two private 
schools for the treatment and education of 
children with personality and behavior dis- 
orders and not for the feebleminded may be 
mentioned. They are quite different in ap- 
proach and in nature of service rendered, 
but are the only psychiatrically controlled 
private schools I know for these particular 
cases. One is V. V. Anderson’s School at 
Staatsburg, New York; the other is the 
Southard School of the Menninger Clinic at 
Topeka. 


Several pediatric-psychiatric clinics have 
been developed. One was opened in the 
Harriet Lane Pediatric Clinic at Hopkins in 
1930, with Leo Kanner in charge. It includes 
a ward service. A second clinic, in charge of 
N. C. LaMar, was begun with the opening 
of Payne Whitney Psychiatric Clinic of the 
New York Hospital in 1932. A third type 
of setup is that of the Pediatric Psychiatric 
Clinic, a part of Columbia Medical Center, 
directed by William S. Langford and opened 
in 1935. These are representative variations 
in setup and affiliations. 

Hospital ward services for “problem” 
children are to be found in such diverse 
organizations as the Children’s Hospital of 
Boston, in charge of Bronson Crothers ; The 
Emma Pendleton Bradley Home in Provi- 
dence (which is entirely devoted to such 
children), directed by Charles Bradley; 
3ellevue Hospital, psychiatric division, in 
charge of Lauretta Bender; Bellevue also 
has a special adolescent ward, in charge of 
Frank J. Curran; the children’s divisions of 
the Allentown, Pa., and the Rockland N. Y. 
State Hospitals; children’s services at the 
State Psychiatric Institute and Kings Park 
State Hospital in New York. This is not 
intended to be an exhaustive list, but merely 
to indicate the variety of types of affiliation 
of such services. 

Also during this quarter century there has 
been a great expansion of child study insti- 
tutes connected with universities. These have 
contributed research data of value to clinical 
programs, but are not psychiatric. There 
has been great increase in the provision of 
special classes in the public schools, provision 
of classes for superior children, and various 
other treatment and adjustment resources 
for problem children stimulated by the psy- 
chiatric programs. 

State Programs. As previously noted, Mas- 
sachusetts inaugurated out-patient clinics, 
chiefly for parole patients, in 1914. Children 
were also seen and in 1919 a law was passed 
for the examination of all school children 
three years or more retarded. Clinical serv- 
ices were provided by the state hospitals. 
This program developed very rapidly, and 
stationary clinics were added to the traveling 
ones. In 1920 Douglas Thom was invited by 
the Baby Hygiene Association to determine 
whether a psychiatrist could contribute to 
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their program of preventive medicine. This 
resulted in the “habit clinics.” A further 
fruit was legislative provision for a division 
of mental hygiene in the Department of Men- 
tal Diseases, established in 1922 with Thom 
as director. The division operates clinics 
and assists in their establishment under local 
community hospitals. Clinics are operated 
by state hospitals, the best known probably 
being the Worcester Child Guidance Clinic, 
reorganized as such in 1926. Yerbury(28) 
reports that in 1926 the traveling school 
clinics began to be under pressure to furnish 
treatment to problem children who were not 
feebleminded. He lists a large number of 
clinics throughout the state, many of which 
offer special services for speech correction, 
remedial reading, and occupational therapy. 
These clinics follow the pattern familiar in 
child guidance of school and community co- 
operation. He reports that the new Southard 
Clinic of the Boston Psychopathic will pro- 
vide a needed extension of service. Massa- 
chusetts has no special hospital provision for 
children. 

As already stated, the New York State 
Commission for Mental Defectives estab- 
lished clinics in 1919. The clinic program 
was extended greatly throughout the life of 
the Commission, especially during the time 
Sanger Brown II was commissioner. In 1925 
the departmental system was inaugurated in 
the state government, and a Department of 
Mental Hygiene was established. It was or- 
ganized into three divisions: (a) state hos- 
pitals, (b) mental defect and epilepsy, (c) 
prevention. The child guidance clinic pro- 
gram was placed under the division of pre- 
vention. Cohen(4) has reported on the ex- 
pansion of the work and its benefits. Through 
the division of prevention and the various 
institutions as many as 150 clinics per month 
were conducted throughout the state, ex- 
clusive of New York City. Follow-up work 
is done by the referring agency, psycho- 
therapy being carried out at the clinics as 
time permits. As many as 4900 cases have 
been examined in these clinics in a year. 
Cohen outlines an extensive series of services 
which the clinics are called upon to render, 
and urges a study to organize an over-all 
state service. 

When the new plant of the New York State 


and 
Columbia 


Psychiatric Institute Hospital was 
the Medical Center 
(1929), wards for children and adolescents 


were included. 


opened at 


This is a selective service, 
since the hospital accepts only cases fitting 
The 
hospital also operates a child guidance clinic. 

A special unit for children was opened at 
Rockland State Hospital in 1936. 


into its research and teaching plans. 


It is re- 
stricted to children of at least average intelli- 
gence and without organic disease, in other 
words, personality and behavior problems, 
The provision against cases with organic 
disorders was primarily based on the fact 
that provision had already been made for 
such cases, especially encephalitics, at Kings 
Park State Hospital. 

While Bellevue Hospital is a city and not 
a state institution, it operates perhaps the 
largest and most active children’s service of 
all psychopathic hospitals. Actually, Bellevue 
has several services—the children’s ward, a 
ward for adolescent boys, and a ward for 
quiet women which takes adolescent girls. 
The mental hygiene clinic serves as a child 
guidance clinic. There are also child gui- 
dance clinics in the pediatric out-patient de- 
partment and in the New York University 
clinics. 

Dr. Bender (personal communication) re- 
ports that separate registration of children 
was begun in 1921. She assumed charge of 
the children’s ward in the new building in 
1934. Up to 1936 adolescents were admitted, 
but since then they are sent to the other 
wards mentioned. Children are referred by 
a wide variety of social agencies, the court, 
clinics, schools and physicians. The admis- 
sion rate has usually been upward of 500 
per year. A recent drop seems to be due to 
administrative policies. Readers of psychia- 
tric literature will be familiar with the ex- 
cellent quality of the research work emanat- 
ing from these children’s and adolescent 
wards. 

Demonstration Clinics and Results.—lIt 
has been mentioned that the National Com- 
mittee for Mental Hygiene conducted a large 
series of surveys to ascertain the extent of 
mental disease and defect in prisons, jails, 
poor-houses, courts, etc. Many of these were 
conducted by V. V. Anderson and Thomas 
H. Haines, both of whom have been con- 
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sulted about this phase of history. These 
surveys resulted in many improvements in 
state and community facilities, and aroused 
public and foundation interest in the need 
for preventive work with children. From 
these early surveys, two clinics of interest 
in the present history resulted. These were 
the Psychological Clinic in Louisville, Ky., 
1922, directed by Frank J. O’Brien, and the 
Central Clinic in Cincinnati, 1923, directed by 
Emerson A. North. 

Healy’s work, the war, these surveys, 
Glueck’s work at Sing Sing, and the accumu- 
lated experience of social agencies and men- 
tal hospitals, all indicated the need and value 
of a preventive psychiatric program aimed at 
children’s problems. It is unnecessary to 
recount the history of negotiations, which 
have been recorded elsewhere. Suffice it to 
say that late in 1921 the Commonwealth 
Fund established its foyr-part program on 
the prevention of delinquency, which got 
into operation in 1922 for a period of five 
years. One division was that of the demon- 
stration clinics, operated by the National 
Committee for Mental Hygiene through its 
division on the prevention of delinquency. 
The director of the division until the latter 
part of 1924 was V. V. Anderson. He was 
succeeded by R. P. Truitt, who continued 
until 1927, to be followed in turn by George 
S. Stevenson as director of the division of 
community clinics. 

The first demonstration was staged at St. 
Louis, with T. J. Heldt in charge. It was 
called a psychiatric clinic and was connected 
with the juvenile court. Demonstrations fol- 
lowed at Norfolk, Va., Dallas, Tex., Min- 
neapolis and St. Paul, Minn., Los Angeles, 
Calif., Cleveland, Ohio, and Philadelphia, Pa. 

Heldt and B. B. Robinson conducted the 
Norfolk demonstration. I conducted the 
demonstrations in Dallas, the Twin Cities and 
Cleveland. R. P. Truitt conducted the demon- 
tration in Los Angeles, and Frederick H. 
Allen the one in Philadelphia. All except 
the Norfolk demonstration were successful 
in leaving permanent community clinics. In 
fact, the Twin Cities demonstration resulted 
in not only the two originally planned for, 
one each in Minneapolis and in St. Paul, but 
also in a third clinic at the University Medical 
School which served the state, operating 
often as a traveling clinic. 


Many smaller cities were calling for serv- 
ice, and a special team was sent out to such 
cities as Memphis, Tenn., Richmond, Va., 
Macon, Ga., Indianapolis, Ind., etc. But the 
pattern of child guidance was laid down in 
the demonstrations first named. Indeed, the 
very name child guidance clinic was coined 
between demonstrations. It was desirable to 
get away from the word psychiatric—in fact, 
it still is. The organizations were clinics in 
the more recent usage of the word; they 
focused on children’s problems, and offered 
guidance (rather than coercion) of many 
sorts. 

It was quickly found that they must be 
community centers; that they must not be 
viewed as places only for bad, i. e., delinquent, 
court cases. They must not be too closely 
identified with particular social agencies, or 
one hospital, or the school system. Instead, 
they must cooperate with all community 
agencies and services, must coordinate all 
those needed in the interests of the child, 
and must be especially available to parents. 
(For an elaboration of these points, cf. 
especially (12) and (23).) 

It is clear to me, from reading the early 
plans and reports and from extensive per- 
sonal contacts, that the original ideas of the 
functions of the clinics were more diagnostic 
than therapeutic, although a program of 
therapy was carried out in most cases even at 
the beginning. It could hardly have been 
otherwise. The psychiatrists were drawn 
almost exclusively from hospitals, and ideas 
of proper psychotherapy were not usually 
their chief stock in trade. To be fair, I must 
admit that psychologists and social workers 
often knew more about influencing attitudes 
than did at least some of the psychiatrists. 
Furthermore, as pointed out many times, 
the clinics deal not so much with definite 
psychiatric entities as they do with the socially 
maladjusted who are personally within rea- 
sonably normal limits (see, for example, the 
classification quoted by Stevenson and Smith 
(23), p. 66). It is unnecessary here to at- 
tempt to review the changing viewpoints and 
techniques and the developments of therapy 
which occurred in the clinics. 

I should be less than candid if I did not 
bring out the fact that child guidance clinics 
were received with considerable skepticism, 
even open antagonism, in many quarters. 
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Some noted psychiatrists felt, and said, that 
this was not psychiatry at all. Pediatricians 
were often extremely vociferous in their op- 
position. Psychologists and others engaged 
in special projects of their own felt that 
their private provinces were being, or might 
be, invaded. Many social workers looked 
askance at these new-fangled “psychiatric” 
social workers—‘They do just what we do, 
but get more money for it.’’ Organized medi- 
cal groups feared the invasion of private 
practice. It speaks volumes for the knowl- 
edge, the scientific work, the tact and energy 
of those early groups that they were, in the 
main, able to secure understanding and sup- 
port from the doubters. Finally, of course, 
there was the inertia and ignorance of the 
public to be dealt with. But this is a problem 
we shall always have with us. 

Because of the dearth of personnel, the 
clinics became important training centers, 
especially when the demonstration periods 
were lengthened. lor example, we spent 7 
months in Dallas. For formal training there 
were 2 Smith students. Two local psycholo- 
gists and 3 local social workers were with us 
long enough that we could claim credit for 
their training. In the Twin Cities we spent 
13 months. There 3 psychiatrists came for 
training, as well as one psychologist and 8 
Smith students. Several psychiatrists and 
psychologists “observed” for short periods. 
At least 20 local social workers spent 2 
months each in the clinic. The clinic was in 
Cleveland 26 months, Two psychiatrists and 
one psychologist were trained; there were 
8 Smith students each year, and several local 
social workers spent several months in the 
clinic. Philadelphia was also a two year 
demonstration, and acted as a training center 
‘ach year. Please note the large number of 
social work students in training, by compari- 
son with other professional groups. 

The Commonwealth Fund program ended 
in 1927. Meantime, another division of that 
program had been operating as the Bureau 
of Children’s Guidance, first directed by 
Bernard Glueck and then by Marion Ken- 
worthy. This was a training center for stu- 
dents of the New York School of Social 
Work. It had no community responsibilities 
and focused on treatment and training. As 
the end of the 5 year period approached, the 
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Fund officials decided that a training center 
was the next important step in the field of 
preventive psychiatry. 

Accordingly, in 1926, plans were drafted 
to open the Institute for Child Guidance on 
July 1, It was set up on a basis of 
yearly appropriations, the only assurance 
that it would run more than one year being 
a five year lease on the quarters. It was my 
good fortune to direct this organization. The 
6 years of its existence were perhaps the most 
exciting, and certainly not the least difficult 
of my life. The staff was literally hand- 
picked, and was made up of the strongest 
people of the most diverse views that I could 
find. 


1927. 


Qualifications for each position were 
drawn up and the appointee matched to them 
as closely as possible. According to my own 
listing of qualifications for the post of direc- 
tor, | was not quite the ideal person, but I 
seemed to be the only one available. 

The Institute proposed to do all its train- 
ing and research in the field of treatment, 
and on cases being treated. It used the four- 
fold study found so essential during the 
demonstration years, and all work was care- 
fully supervised. It trained Fellows—that is, 
those already trained in fundamentals—in 
psychiatry and psychology, and offered psy- 
chiatric field work experience to students of 
the New York and Smith Schools. No more 
complex combination could possibly be imag- 
ined, 

In the 
only 4 of 


Institute’s 6 of existence, 


them at full speed, it served some 


years 
3600 cases. A total of 366 people underwent 
in psychiatry, including 2 from 
28 in psychology, including 2 from 
301 in social work, including 12 
from England and one from Holland. Re- 
search under David Levy was active, and 
periodical publications numerous, although 
only two books and one set of “studies” were 
ever brought to completion. Many practices 
were developed there, and others were initi- 
ated and brought to fruition elsewhere. I 
think it is fair to say that the influence of 
the Institute, as measured by what its grad- 
uates have done, is greater now than during 
its short but busy life. (For details, see 
Lowrey and Smith(13).) 

A part of the Commonwealth Fund’s pro- 
gram was the development of visiting teach- 
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ing in the schools. The demonstration clinics 
also had effective relationships with schools. 
In fact, the Minneapolis clinic was taken 
over by the Board of Education. Then in 
1925, B. B. Robinson went to Newark, N. J. 
and has since directed the child guidance 
work in the school system there. 

In 1931 the New York City Board of 
Education organized its Bureau of Child 
Guidance, with Frank J. O’Brien as assistant 
director and psychiatrist. The director, Leon 
Goldrich, was a psychologist and educator. 
This Bureau has expanded through the years, 
until it is now the largest child guidance 
organization in the world. The most inter- 
esting point here, however, is that O’Brien 
is now associate superintendent of schools, 
in charge of a reorganized Bureau of Child 
Welfare which includes all the bureaus, de- 
partments, and special activities for children 
who are “exceptional” in terms of personality 
and behavior deviations. 

About 1923 the Vocational Adjustment 
Bureau attempted some mental hygiene work 
in the public schools. In 1937 a new attempt 
was made and I was asked to direct a study 
for 2 years of the mental hygiene problems 
of the kindergarten children. We worked 
directly in the classrooms. In the report of 
this(15), I made recommendations 
which, if eventually implemented, may re- 
sult in greatly improved mental health of the 
school child. 


some 


Preventive psychiatry has come a long way 
in the last 25 years. Its record of achieve- 
ment is to be found in the clinics, actively at 
work, in the research published in books and 
in many journals, especially the AMERICAN 
JouRNAL oF Psycutatry and the American 
Journal of Orthopsychiatry. Its contribu- 
tions to technique—several types of psycho- 
therapy, the use of play technique, and lat- 
terly group therapy—have been impressive 
and will grow to be more so. Its contribu- 
tions to psychopathology and psychoanalytic 
theory, especially through its important ob- 
servations in the field of parent-child rela- 
tionships and the nature and origin of emo- 
tional trauma, are outstanding. Workers in 
the field of preventive psychiatry have even 
coined a name to express their interests and 


activities—orthopsychiatry, the science and 
art of prevention by therapy. 

I can close this paper in no more effective 
way than by quoting the closing paragraph of 
Southard’s presidential address(22) to this 
Association in 1919. With slight modifica- 
tion and greater emphasis on the psychiatry 
of childhood it can stand as a challenge 
to us today as to the psychiatry of the future. 
Yet how prophetic it is respecting the 
achievements of the past 25 years. 

“Do you not agree with me that in all the 
pot-pourri of the years this great problem 
of the place of the individual stands out? 
That American thought, transilluminated as 
always by the softened European lights, con- 
tains within itself immortal fundaments of 
the mental hygiene of nation, race and per- 
son? And may we not rejoice, as psychia- 
trists, that we, if any, are to be equipped by 
education, training and experience better 
than perhaps any other men to see through 
the apparent terrors of anarchism, of vio- 
lence, of destructiveness, of paranoia, whether 
these tendencies are shown in capitalists or 
in labor leaders, in universities or in tene- 
ments, in Congress or under deserted cul- 
verts? It is all in one sense a matter of the 
One and the Many. Psychiatrists must carry 
their analytic powers, their ingrained op- 
timism and their tried strength of purpose 
into not merely the narrow circles of frank 
disease, but, like Seguin of old, into educa- 
tion; like William James, into the sphere of 
morals; like Isaac Ray, into jurisprudence ; 
and above all, into economics and industry. 
[ salute the coming years as high years for 
psychiatrists !” 
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NEUROSIS AND ALCOHOL 
AN EXPERIMENTAL Stupy 
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During the past quarter century research 
in the problems of alcoholism has taken three 
main forms: studies of the acute and chronic 
physiologic effects of the drug; tests of the 
sensory-motor disturbance it produces in 
human subjects; and investigations of the 
psychiatric and sociologic relationships of al- 
cohol addiction with neuroses, psychoses and 
crime.? However, few attempts have been 
made to correlate the psychobiologic results 
of these studies with an experimental attack 
on what is perhaps the central problem 
in alcoholism(5) : namely, under what special 
conditions will an organism experience the 
need to imbibe alcohol, and continue to do so 
even when many of its side-effects prove to 
be deleterious? Obviously, controlled, long- 
term manipulative investigations of this ques- 
tion in human subjects would hardly be coun- 
tenanced, but the recent development of tech- 
niques for the study of motivational behavior 
and the production of neuroses in animals 
opened up the possibility of an objective ex- 
perimental approach to the problem. It is 
our purpose in this paper to report the results 
of a series of experiments designed to investi- 
gate the effects of alcohol on goal-directed 
behavior of various levels of complexity, 
particularly with regard to discovering those 
psychobiologic effects that make the drug so 
avidly acceptable to animals—and men 
placed under neuroses-producing environ- 
mental stresses. 


1 Read at the Centennial Meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., 
May 15-18, 1944. 

From the Division of Psychiatry, Department of 
Medicine, and the Otho S. A. Sprague Memorial 
Institute, University of Chicago. 

2Excellent reviews of the literature in these 
fields have been published by Haggard and Jel- 
linek(1), Newman(2), MacCormick(3) and Bow- 
man and Jellinek(4). 


RATIONALE AND METHODS 


In an automatically controlled apparatus 
described in previous reports(6, 7), cats were 
trained to open the hinged lid of a food-box 
for single pellets of food, and were then 
taught to delay this response until a two- 
second bell-and-light signal had been given. 
When, after training periods of 2 to 8 days, 
the signals invariably induced feeding re- 
sponses in hungry animals, a spontaneous 
manipulative element was added to the be- 
havior pattern by teaching each cat to depress 
a pedestal switch that actuated in sequence 
the signals and the feeder mechanism. Ani- 
mals so trained for an additional 4 to 12 
days eventually learned to manipulate the 
switch when it was placed in any accessible 
position in the cage or even behind difficult 
barriers. The animals were then paired in 
the apparatus until one animal of each pair 
became “dominant,” i.e., secured the pellet 
of food after each signal or switch manipula- 
tion while the other cat made no attempt to 
do so. When these behavior patterns had be- 
come consistent, alcohol was administered to 
each animal in various doses, either intraperi- 
toneally (10 percent in warm Ringer’s solu- 
tion) or by stomach tube (5 percent mixture 
with milk), in order to study the changes in 
signal-response, manipulative and dominance 
behavior produced by the drug. After 10 to 
28 days of these control observations on “nor- 
mal” animals, each cat was subjected to an 
air-blast (10 to 14 pounds pressure) and/or 
a mild condenser shock at the moment of 
food-taking, and this procedure was repeated 
at irregular intervals to intensify the hunger- 
fear motivational conflict until the animal 
showed the inhibitions, the sensory hyper- 
esthesias, the somatic manifestations of anxi- 
ety and the various motor disturbances typical 
of an experimental neuroses(7). Alcohol 
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was then again administered to determine 
its effects on the behavioral aberrations and 
dominance status of the neurotic animals. 
Finally, animals which had experienced an 
ameliorating action of alcohol on their neu- 
roses were given a choice thrice daily between 
foods or liquids, with or without alcoholic 
admixture, to test whether a spontaneous 
preference for the drug had developed. 


RESULTS ° 


Control Observations —Each pre-neuro- 
tic animal trained as described above avidly 
entered the experimental cage and responded 
promptly to the bell-and-light signals by 
opening the food-box and eating the pellet. 
When the feeding signals were not given by 
the operator the animal readily circumvented 
intervening barriers to reach the switch in 
order to actuate the conditional stimuli. It 
then retraced its way to the food-box, con- 
sumed the pellet, returned immediately to 
work the switch, and repeated this process 
in gradually diminishing tempo until its hun- 
ger was satiated. Between or after feedings 
the animals preened, purred, played, ex- 
plored, attempted to reach a screened mouse 
placed in the cage or accommodated them- 
selves without fear to constriction by mov- 
able barriers or other non-traumatic manipu- 
lations in the apparatus. 


EFFEcTS OF ALCOHOL ON “NORMAL” 
ADAPTIVE PATTERNS 


Within 10 minutes after the intraperitoneal 
injection of 7.5 to 12.0 cc. of 10 percent 
alcohol per kilo. in warm Ringer’s solution, 
or in 10 to 30 minutes after the oral or gastric 
administration of 1.0 to 2.5 cc. per kilo, in 
milk, the following changes in behavior began 
to appear: 

1. Excitatory Phase—Of the 16 animals 
studied, 9 showed a transient period of ex- 
citement, lasting from about 5 to 40 minutes 
after oral administration, during which the 
number of the switch-manipulation and feed- 
ing responses per minute was increased by 


8 The rationale, methods and results of these 
experiments are illustrated in a 600 ft., fully sub- 
titled, 16 mm. motion picture film, “Neurosis and 
Alcohol,” prepared by the author and distributed 
by the Division of Psychiatry, University of Chi- 
cago. 
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15 to 60 per cent. However, even during 
this excitatory phase the animal’s movements 
were becoming coarse, poorly directed and 
mildly ataxic. 

4 Progress ve Constriction of I teld Re- 
sponses.—This phenomenon first appeared 
when animals which had learned to find and 


manipulate the signal switch anywhere in the 


cage seemed no longer able to do so, although 
they could still work it readily when it was 
returned to the position to which they had be- 
come most accustomed during their earlier 
training. As the effects of the intoxicant in- 
creased, the animals neglected to reach and 
use the switch when it was put behind a 
transparent barrier that they had previously 
learned to circumvent with ease. Next, they 
no longer manipulated the switch even when 
it was placed in the immediate vicinity of the 
food box, although at this stage the animals 
would still feed fairly readily after bell-and- 
light experimenter. 
When these responses also ceased, some ani- 


signals given by the 


mals showed a transient reversion to the first 
stage of training: t.e., they repeatedly ex- 
plored the box for food without any signals 
Animals which had been given 
more than 2 cc. of alcohol per kilo. then 
passed into states of variable unresponsive- 
ness and stupor for 1 to 6 hours; however, 
as the effects of the intoxicant wore off the 
adaptive capacities of the animals returned in 
the order of increasing integration and eff- 
ciency. Thus, the first pattern to reappear 
was a groggy but. spontaneous re-explora- 
tion of the food-box. After this the animal 
began to show differential responses to feed- 
ing signals; within another hour it began to 
manipulate the signal switch, first in front 
and then behind translucent or opaque bar- 
riers, and within 4 to 2 hours longer it was 
again using the switch in any position in the 
cage to work the signals and obtain the food 
pellets with accustomed efficiency. 

3. Disintegration of Behavior—Concur- 
rent with the restriction of discriminative- 
manipulative patterns under alcohol there oc- 
curred a disturbance in their timing, sequence 
and integration. Thus, instead of shuttling 
efficiently between the switch and food-box, 
intoxicated animals would hesitate, wander 
about and delay or reverse various portions 
of the response cycle; e.g., after a feeding 
signal given by the experimenter an animal 
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would open the box, but then shut it again and 
circle one or more times toward the switch 
before taking food. Perseveration was often 
marked, in that animals worked the switch 
repeatedly or even sat on it to actuate the 
sound and light signals continuously for as 
long as 3 minutes. Again, a hungry animal 
that took food avidly from the hand of the 
experimenter would nevertheless pace to and 
fro around a barrier between the switch and 
the food-box from 3 to 16 times and yet 
manipulate neither for the purpose of feeding. 
Other animals would continue to search the 
food-box for additional pellets despite long 
experience that only one at a time was ever 
deposited by the automatic feeder. Impair- 
ments of sensory discrimination likewise oc- 
curred: e.g., the animal would open the 
box at the sound of a buzzer, a tap on the 
cage or the mere approach of the experi- 
menter instead of at the specific bell-light 
signals. In effect, it appeared that alcohol 
not only limited the behavioral responses of 
the animal to progressively more diffuse and 
primitive patterns, but that the drug also dis- 
organized those that remained with regard 
to goal-orientation, space-time gestalt and 
specificity of adaptation. 


EFFEcCTs OF ALCOHOL ON DOMINANCE 
BEHAVIOR 


When 2 normal cats trained to manipu- 
late the feeder switch were placed together, 
with the apparatus so arranged that the ani- 
mal that worked the switch could not get 
to the food-box before the other, various 
patterns of trail-and-error competition or 
cooperation developed. For example, the 
animals would work the switch alternately 
for each other, or one would feed the other 
for variable periods, or both would re- 
fuse to manipulate the switch despite pro- 
longed hunger. If, however, the switch were 
placed next to the food-box, or the feeding 
signals were intercurrently given by the 
operator, the more alert and assertive animal, 
after 2 to 7 days of relatively non-combative 
competition, eventually emerged “dominant” 
and thereafter secured the food after almost 
every signal. During this interval the submis- 
sive cat showed either gradual diminution 
in its responses or developed “negative” ones : 
e.g., looking away from the food-box or 


wandering into a corner at the signals(8, 9). 
Conversely, when the feeding patterns of the 
dominant animals in 6 of the 8 pairs were 
disintegrated by the administration of alcohol, 
their submissive partners again began to re- 
spond to the signals with increasing direct- 
ness and frequency until, after 1 to 3 days 
they worked the switch and fed freely 
whether or not the intoxicated animals were 
present. If, however, the latter were then per- 
mitted to remain sober for several sessions 
they generally re-asserted their dominance, 
although this time only at the expense of 
considerable physical combat. In one pair 
the feeding responses of the submissive ani- 
mal had apparently been so nearly extin- 
guished that it continued to avoid the switch 
and food-box whenever its dominant partner, 
drunk or sober, was present; whereas in the 
other pair, the dominant animal, after 12 
daily intoxications, never securely regained 
its original position. 


EFFECTS OF ALCOHOL ON NEUROTIC 
BEHAVIOR 


Control Observations—As described in 
detail in previous reports(7, 10, 11) animals 
subjected to severe, unexpected and repeated 
motivational conflicts such as those between 
hunger and fear, will develop characteristic 
aberrations .of behavior that correspond to 
those seen in human neuroses. In the pres- 
ent series, cats exposed to 2 to 5 irregularly- 
spaced air blasts or electric shocks on 2 or 3 
successive days when they attempted to take 
food on signal developed typical manifesta- 
tions of anxiety in and out of the experi- 
mental cage: horripilation, pupillary dilata- 
tion, tachycardia, gastro-intestinal dysfunc- 
tions, and frequent cowering or diffuse irri- 
tability and aggressiveness. Twelve of the 
16 cats refused to manipulate the switch, 
approach the food-box, or feed in the cage de- 
spite several days of hunger and increasingly 
severe cachexia, whereas the 4 animals with 
milder inhibitions would take only special 
varieties of food directly from the hand of the 
experimenter. “All animals showed a low 
threshold to startle, and their hyperesthetic 
and phobic reactions could be increased either 
to the point of panic or submerged in cata- 
leptoid immobility if the animal were con- 
stricted into a small space and subjected to 
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the bell-and-light stimuli originally associated 
with the conflict-producing situation. In 
this respect, 5 of the animals recoiled even 
from the caged mouse that had been present 
at the time of their neurotogenic experience, 
whereas the others showed an almost com- 
plete abolition of interest in its capture. All 
these reactions varied with the intensity of 
the original motivational conflict and with 
the individual characteristics of the animal ; 
however, once established, the experimental 
neurosis persisted almost unchanged even if 
the animal were given weeks of complete rest 
from experimentation. 

Effects of Alcohol——When cats which had 
been subjected to repeated hunger-fear con- 
flicts from 2 to 24 days previously were given 
from 0.5 to 1.5 cc. of alcohol per kilo., a defi- 
nite amelioration in their neurotic behavior 
appeared in 5 to 30 minutes, depending on 
the dose of the alcohol and its route of ad- 
ministration. Suspicious and aggressive ani- 
mals ceased being resistive, entered the ex- 
perimental cage readily and showed diminish- 
ing phobic reactions to space constriction and 
to sensory stimuli. Later, the animals began 
to explore the food-box after bell-and-light 
signals and occasionally to manipulate the 
switch, although this behavior showed the 
phenomena of initial excitement, constriction 
of perceptive field and disintegration of re- 
sponse patterns previously described. Sub- 
missive cats or those which had surrendered 
their dominance while neurotic once again, 
under alcohol, began to pre-empt the food 
from their partners, even though their mild 
disorientation and ataxia made them more 
vulnerable to competition and to repeated 
physical attacks. In effect, moderate alco- 
holic intoxication appeared to act on the 
“neurotic” behavior patterns, as it had on the 
“normal” ones, by disorganizing in variable 
degree the animal’s complex defensive reac- 
tions to its neurotogenic experience, and so 
permitting a temporary reversion to more 
primitive goal-directed responses until these 
in turn were disrupted by the further effects 
of the intoxicant. Since the dissolution of 
the residual ‘‘neurotic” defenses did not bring 
the animal into actual danger, the neurosis, 
in an objective sense, could well be spared ; 
however, as the effects of the drug wore off 
in 3 to 8 hours after each of the first several 
intoxications, the neurotogenic associations 


Nov. 


were gradually reconstituted, and the food in- 
hibitions, phobias and other somatic disturb- 
ances reappeared. Nevertheless, after from 
8 to 32 mild daily intoxications, 9 of the 16 
animals apparently profited permanently by 
their re-exploratory bravado even under di- 
minishing doses of alcohol (from 1.5 to 0.4 
cc. per kilo.) in that they ceased to fear the 
cage and the signals, gradually resumed ma- 
nipulative and goal-directed responses even 
when sober, and thus eventually ‘worked 
through” and eliminated those neurotic abre- 
actions that indicated hypersensitivity, ambi- 
valence, anxiety and escape. In fact 4 of the 
animals became relatively immune to later 
repetitions of the air-blast or shock at feed- 
ing, although in the 5 others repetition of the 
conflict situation re-precipitated the neurosis 
to a varying degree. 


PREFERENCE FOR ALCOHOI 

As a final step in our experiments, neuro- 
tic cats which had experienced “symptomatic 
relief’ under experimentally administered al- 
cohol were given a daily series of three 
choices between whole milk and milk to which 
5 percent of grain alcohol had been added. 
At first 14 of the 16 animals, as they had done 
in previous control trails,* chose the plain 
milk in whatever container or position with 
reference to the alcohol milk it was placed. 
However, in 4 to 27 days, 10 of the 16 neu- 
rotic animals not only began to prefer the 
alcohol milk to an increasing degree (maxi- 
mal ratio 7.3 to 1), but 8 of them soon learned 
to select and empty the cocktail-shaped glass 
in which it was placed before sampling the 
food in any other receptacle. Significantly, 
when these animals recovered from their neu- 
rosis, either through spontaneous re-explora- 
tion of the conflict situation or by the appli- 
cation of one of the several therapeutic 

4Two of the 16 non-neurotic cats in the first 
control tests did not show significant discrimination 
between plain and 5 per cent alcohol milk when 
markedly hungry or thirsty; however, after partial 
satiation, they almost invariably chose plain milk 
until their preference was reversed by an experi- 
mental neurosis. Cats differ in this respect from 
normal rats, which can be trained to prefer solu- 
tions containing up to 6 per cent of alcohol(12). 
Significantly, however, veterinarians have noted 
that parturient cats or those otherwise in distress 
or pain will readily take dilute alcoholic drinks(13). 
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methods described in previous reports(7,11), 
their avidity for alcohol—the psychobiologic 
effects of which were apparently no longer 
needed—rapidly abated and plain milk was 
again predominantly chosen. Moreover, 
when the neurosis was re-precipitated in 8 
of the animals, all showed a renewed intake 
of alcohol although, for undetermined rea- 
sons, their preference was not as clear-cut 
as it had previously been. 


DIscUSSION 


Routes of Administration—Previous work 
(14, 15, 16) has shown that, for rapid action, 
alcohol can be administered to experimental 
animals intraperitoneally in buffered solution 
in strengths up to Io percent without adverse 
local effects. Such injections produced no 
evidence of pain or discomfort in our animals 
even when repeated daily for several weeks. 
As noted, most normal cats, unless starved or 
deprived of water for more than 24 hours, 
nearly always refused food or fluids to which 
appreciable amounts of alcohol had been 
added, and even our neurotic animals appar- 
ently disliked to drink milk with more 
than an 8 percent admixture of the drug. 
In this connection also, the relatively grad- 
ual evolution of the effects of alcohol after 
oral ingestion in our animals—a phenomenon 
that expedited the experimental observations 
—may have been due to the specific retarda- 
tion in the absorption ofthe alcohol pro- 
duced by the milk(17). 

Psychobiologic Need.—Curt Richter(18) 
and others ° have shown that behavior is pri- 
marily activated by the physiologic needs of 
the organism, and that these needs and their 
consummatory behavior patterns can be iso- 
lated and made exquisitely specific: e.g., for 
the ingestion of food rich in sodium by 
adrenalectomized rats that would otherwise 
die. It is necessary, however, that the organ- 
ism experience the satisfaction of a need—.e., 
that the latter becomes psychobiologic—be- 
fore behavior directed to its recurrent satia- 
tion becomes adaptively patterned. It is not 
surprising therefore, that neurotic cats which 
repeatedly experienced the relief from con- 
flictful tension and the restitution of goal- 
satisfactions produced by alcohol should de- 


5 Cf. Masserman(7), pp. 143 ff. for bibliographic 
review and discussion. 


velop a craving for the drug and thereafter 
seek it as long as their neurotic needs per- 
sisted.® 

Mechanism of Psychobiologic Action.— 
Recent work(14) indicates that alcohol, in 
doses of less than 1.0 cc. per kilo., may have a 
transient stimulant action on various por- 
tions of the central nervous system—an ana- 
lepsis possibly reflected in the initial hyper- 
activity of 9 of our animals. There is little 
doubt, however, that the main effects of the 
drug are those of a cortical depressant, and 
that these effects are manifested by a distur- 
bance in timing, impairment of discrimina- 
tion, constriction of the appreceptive field and 
progressive disintegration and primitivation 
of adaptive responses. Significantly, such dis- 
turbances are analogous to those produced by 
partial decortication(22, 23) and are corres- 
pondingly more pronounced in the presence 
of pathologic disturbances of the remaining 
cortex(24). Nevertheless, precisely these 
“pharmacologically decorticant” effects might 
be sought by a neurotic animal to whom its 
environment had become prevasively and 
poignantly threatening, since under such cir- 
cumstances transient but welcome relief 
would be afforded by any drug that blurred 
and disorganized apperceptions provocative 
of anxiety, diminished inhibitions and facili- 
tated a regression to relatively elementary but 
need-fulfilling behavior.’ Studies on the bro- 
mides(26, 27), on morphine(28) and on the 
barbiturates(8, 29) indicate that these drugs 
act partially like alcohol in blunting and dis- 
organizing neurotically hypersensitized re- 


sponses ;*° in this connection, it is significant 


6 That the animals sought the pharmacologic 
effects of alcohol rather than its possible food value 
was indicated by the fact that, at 7.05 Kcal. per 
gram(19), alcohol administered to our normal 
animals in doses of 0.5 to 2.5 cc. per kilo. produced 
no significant changes in their total dietary re- 
quirements(20, 21), whereas, as noted, the food 
intake of our neurotic cats was increased rather 
than diminished after alcohol ingestion, and was 
reflected in a significant (+ 0.324 0.044 K.) 
gain in their average weight. 

7 Similarly, an abolition of “conditioned inhibi- 
tions” and the reconstitution of earlier gval- 
directed “reflexes” is produced by other methods 
of disorganizing cortical function, such as the use of 
metrazol or electric shock(25). 

8It is a common observation also that the 
pharmacologic effects of hypnotics and sedatives 
are greater in patients with cerebral diseases. 
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that the hypnotics, the opiates and alcohol 
constitute the main forms of addiction in the 
only organism that has free access to them— 
man. 

Relationship to the Psychodynamisms of 
Alcohol Addiction in Man.—Psychiatric (30) 
and psychoanalytic studies(31, 32, 33) have 
shown that the ingestion of alcohol not only 
clouds and ameliorates the individual’s anx- 
iety-cathected symbol-reactions(34) but that 
his psychic tension is also relieved because 
the concommitant dissolution of “inhibi- 
tions” ® (unconscious fear of consequences ) 
permits previously repressed “infantile” 
drives to find abreaction and partial satiation. 
Thus, the drunkard tittilates his “oral needs” 
from his bottle, frankly expresses puerile 
dependence or maudlin sentimentality, be- 
comes childishly abusive and aggressive when 
crossed and, if necessary, may even intoxi- 
cate himself into fantasy-ridden, repressively 
narcissistic stupor(38, 39). Moreover, in 
many cultures including our own(40, 41), 
such behavior on the part of an inebriate is 
granted somewhat greater social tolerance 
than would be accorded a sober person; for 
example, homosexually-tinged camaraderie 
or overt eroticism is more readily coun- 
tenanced in an alcoholically beclouded at- 
mosphere, and our condemnation of even 
deliberate aggressiveness or destructiveness 
is somewhat tempered by the offender’s con- 
current intoxication.’® Small wonder, then, 
that a neurotic who has found these intraper- 
sonal and social escapes through alcohol, 
however illusory and evanescent they be, 
should continue to seek them to the point of 
chronic addiction. 

Significance for the Therapy of Alcohol- 
ism.—As indicated, neurotic human beings, 
like our cats, sometimes resort to alco- 
holism as one means of escape from their 
pressing intrapsychic conflicts, but the estab- 
lishment of a persistent alcoholic habit per se 
depends on many interrelated experiential 


It is significant in this connection that soldiers 
suffering from acute war neuroses can in many 
instances be induced to recall and “work through” 
the neurosis-precipitating situation only if given 
intravenous barbiturates for transient relief from 
their poignant, haunting anxiety (35, 36, 37). 

10 Jn Montenegro, for instance, the legal punish- 
ment for antisocial acts was reduced by a half 
if it could be established that the culprit was in- 
toxicated—Haggard and Jellinek(1), p. 122. 


and possibly constitutional factors. Thus, 
relatively stable persons under unusual pres- 
sure (such as combat fliers before a sortie) 
may take a few drinks to dull their anxieties, 
but they do not necessarily become alcoholic 
addicts unless repeated and_ intolerable 
stresses induce a chronic and regressive neu- 
rosis in those especially susceptible. In the 
effective treatment of addiction, 
therefore, the psychiatrist must go beyond 


alcoholic 


mere symptomatic therapy to treat the emo- 
tional conflicts and maladjustments of his 
patients in order to mitigate at the source 
their underlying need for the drug. Further, 
he must then, by every ancillary means at his 
command, help their economic, 
familial and social readaptations so that re- 
current tensions may be dissipated along 


stabilize 


more normal channels, and without recourse 
to the subversive nepenthic of alcohol. Nev- 
ertheless, while it that alcoholic 
human beings in their complex social milieu 


is evident 


present relationships of much greater in- 
tricacy than do experimental cats in cages, 
the general psychobiologic principles dis- 
cussed above may have a fundamental bear- 
ing on the psychiatric and social problems of 
chronic alcoholism. 


SUMMARY 


Sixteen cats were trained to adapt to situ- 
ations of increasing complexity; first they 
opened a box of food, then they were taught 
to feed only after specific sensory stimuli, 
and finally they learned to manipulate a 
switch in various positions to actuate their 
own feeding signals. When alcohol was ad- 
ministered, these patterns disappeared in the 
order of decreasing complexity of integration, 
until only the original, primitive feeding re- 
actions remained. After recovery, the ani- 
mals were subjected to a severe motivational 
conflict, and developed inhibitions, phobias, 
loss of dominance, somatic manifestations of 
anxiety, and other behavioral abnormalities 
typical of an experimental neurosis. Alcohol 
partially disintegrated these complex re- 
sponses, restored direct goal-behavior and 
thereby temporarily relieved the neurosis. 
Ten of the animals, after sufficient experi- 
ence with this effect, continued to prefer 
alcohol to non-alcoholic liquids until their 
neuroses were relieved by various experi- 
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mental procedures. The significance of these 
findings with regard to the psychodynamisms 
and therapy of alcoholic addiction in man is 
briefly discussed. 
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ACUTE ALCOHOLISM TREATED WITH INSULIN 
SIDNEY J. TILLIM, Carr. M.C., U.S.A. 


Many methods and remedies have been 
suggested for the treatment of acute alcohol 
ism. The very numbers indicate the unsatis 
factory status of treatment. Acute alcohol- 
ism is the most common cause of delirium 
tremens which is always serious for the pa- 
tient when not properly treated. In the past 
treatment has been largely symptomatic, and 
physical control of the patient. Piler and 
Cohn(1), in 1937, presented their “Compre- 
hensive Management of Delirium Tremens”’ 
governed by fifteen rules for procedures. 
They reported a mortality rate of 5.3% and 
an average hospitalization of 4.8 days for 
300 consecutive cases. They admit that “if 
the delirium tremens patient can relax into 
sleep for 6 or 7 hours the disease is well 
under way to being overcome.” To obtain 
this effect they observe that the drugs recom- 
mended “rival the pharmacopeeia as to all- 
inclusiveness.” They rely on paraldehyde 
3 to 4 drachms, three times per day, for the 
necessary sedation. 

Insulin therapy of acute alcoholism has 
much more to offer the patient. Robinson (2) 
claims complete resolution of symptoms in 
1.3 days. Strecker and Rivers(3) claim 
early cases of delirium tremens are relieved 
of symptoms within 8 to 12 hours, based on 
observations of 118 patients treated with 
insulin. They believe the method “offers a 
more physiologic approach to an important 
medicopsychiatric problem.” These reports 
are in accord with many others. Wortis ef 
al.(4) have published quite a full bibliog- 
raphy of the literature up to 1940. In their 
experience “the speed of recovery could be 
approximately doubled in the treated cases,” 
as compared with a control group. They 
claim “drunkenness is rapidly relieved and 
an alcoholic stupor can be quickly broken 
by insulin and glucose administration.” 

The purpose of this paper is to present 4 
cases of acute alcoholism in military person- 
nel who were treated with insulin. Rapid 
restoration to effectiveness avoided other- 
wise necessary replacement. These men were 
treated at a general hospital. 
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CASES 
( I \ ship’s carpenter, single, age 53, for 
s a heavy drinker was admitted Sept. 4, 1943. 
For five days in port he consumed much whiskey 
questionable quality and ate very little. He had 
not slept for several nights for fear of the dark. 


On admission he was noisy, tremulous and ataxic. 


present. Although apprehensive he 
Physically 


tachycardia, 


Disarthri 


1 was 
icinations. he exhibited signs 
deep re- 
ous superficial bruises the origin 
ld not Soon after admis- 
was given 8o units of insulin. Under its 


de pressed 


recall. 


fluence he quickly relaxed, dozed or slept for 
more than an | and drank water frequently 
to the amount f nearly a quart. The reaction was 
ter ited approximately 24 hours after the in- 


by the oral administration 
tion. Fifteen minutes later he até 
Afterwards, although still tre 


jection, of glucose solu- 
a hearty meal. 


nulous, he felt sober 


1d comfortable. The following night he obtained 
a fair amount of sleep without the aid of a seda- 
tive. The treatment was repeated the next morn- 
ing about an hour after he had eaten a good break- 
fast. On the third day he was discharged to duty. 


engineer of a transport, age 
22, 1943, to a medical ward 

f acute alcoholism. He was an “episodic” 

drinker, about every 3 to 4 years he had been drunk 
to a state of helplessness, usually after an emotional 
upset. The current state was brought about by 
drinking a quart of whiskey per day without taking 
solid food for He could not 
sleep, feared the dark because he “might see things,” 
he was tremulous and ataxic. On the medical ward 
conservative treatment was given. Paraldehyde 
supplemented with barbiturate was used for seda- 
tion. On the morning of the 22nd he had to be 
transferred to a locked psychiatric ward because 
of his noi and inability to cooperate; the 
clinical picture had become aggravated. The ward 
officer believed the patient had obtained additional 
liquor in the hospital. This was later positively 
denied by the patient. The nature of the delirium on 
the psychiatric ward suggested the 
paraldehyde as a factor, despite the claim “he wasn't 
given enough to knock him out.” By this was meant 
the sedative had not induced sleep. After an injec- 
tion of 80 units of insulin he soon relaxed, slept 
or dozed at short intervals, perspired freely and 
drank copiously of water until the treatment was 
terminated by the oral administration of glucose. 
It is deserving of note that at this stage the pre- 
viously strong odor of paraldehyde about the pa- 
tient had completely vanished. He ate a good lunch 
and felt comfortable for about two hours when “the 
jitters” returned. He was again given 60 units of 
insulin, this time intravenously, and again had a 


4 successive days. 
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very satisfactory reaction. The treatment was ter- 
minated in time for supper. He was comfortable 
until about midnight when restlessness reappeared. 
Three grains of nembutal put him to sleep, to 
awaken the next morning refreshed and with a 
good appetite. He was completely sober and was 
discharged that afternoon for return to duty. 


Case 3.—A chief turret captain, single, age 48, 
was brought to the hospital by the shore patrol de- 
tail Sept. 28, 1943. He was found on the beach and 
brought in on a Stoke's litter. He had been absent 
from duty since the 24th. On admission he was 
obstreperous and uncooperative, repeatedly de- 
manded “a hypo or shot of whiskey.” He showed 
evidence of severe dehydration, pungent breath, 
absent knee jerks, ataxia and tremor. Numerous 
superficial bruises attested to participation in a 
brawl which he only vaguely recalled. Under the 
influence of 60 units of insulin he slept most of 
the time, perspired freely, and consumed over three 
quarts of water. The hypoglycemic reaction was 
terminated in the usual manner, followed by a 
hearty meal. The succeeding night he slept 5 
hours with the aid of 3 grains of nembutal. One 
hour after breakfast the next morning he was again 
treated. No further treatment or sedatives were 
necessary after this. He was ready for duty the 
following day. 


Case 4.—A sergeant, surgical technician, age 37, 
single, 10 years service, was admitted by litter to the 
hospital May 5, 1944, because of a delirious state 
and inability for 4 days to retain food or fluids. 
About a week previously he began drinking rum at 
the rate of one quart per day, but had none for the 
last 24 hours. Blood alcohol on admission was less 
than 0.5 mg per cent. Physically he appeared de- 
hydrated, pupils uneven, generalized tremor and 
deep reflexes exaggerated. The breath was pungent, 
the urine showed 3+ albumin; 5-10 WBS/HPF, 
10-15 RBC/HPF and a few coarse granular casts. 
Tests for acetone and diacetic were not done. Men- 
tally he was apprehensive, reacted to auditory and 
visual hallucinations, although roughly orientated 
was easily induced to confabulate regarding orien- 
tation and recent events. He was restless, talkative 
and unable to sleep. The first 24 hours treatment 
was symptomatic including repeated intravenous 
infusion of 1,000 cc glucose 5 per cent and saline. 
He was still unable to retain anything by mouth, 
had not slept, and in a delirious state when taken 
over for insulin therapy. Treatment began with an 
intramuscular injection of 60 units of insulin at 
2.20 p.m., May 6. At 3 p.m. he was resting quietly, 
dozing, and taking liberally of water by mouth. 
At 4 p.m. he was perspiring freely, sleep deeper and 
more restful. At 4.30 p.m. treatment was termi- 
nated orally with sweetened fruit juice. At 5 p.m. he 
ate a wholesome meal. The following night he 
slept well without any sedative medication. Blood 
sugar before treatment was 86.9 mg. and before 
termination 28.6 mg. On the morning of the 7th 
he ate a fair breakfast but felt nervous, jittery, 
a little depressed, and mentally clear but perturbed. 
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He was again treated, the treatment terminated in 
time for lunch. No further treatment was indi- 
cated, he ate all meals, remained mentally clear; 
required occasional sedative for sleep at night, 
mainly because of his definite neuroticism. He 
remained in the hospital for some time to be studied 
and treated for other physical complaints of long 
standing. There was no recurrence of the delirium. 
The urine findings returned to normal by morn- 
ing, May oth. The result of treatment for the acute 
delirium was considered highly successful. 


METHOD OF TREATMENT 


It would be presumptuous to speak of a 
method of treatment with only 4 cases being 
reported. However, the author had treated 
at least a dozen similar cases in civilian 
practice. The first case so treated was in 
the summer of 1937. This was not a case 
of acute intoxication in a restricted sense, 
but the prodromal stage of a debauch in a 
periodic alcoholic. The symptoms were hy- 
perirritability, insomnia, loss of appetite, 
tremor of the hands and excessive smoking. 
Previously it led invariably to helpless drunk- 
enness until picked up in the gutter or some 
alley. He had been resisting the urge for 
2 days when he voluntarily submitted to the 
treatment. He was treated once daily for 
2 successive days and returned to duty on 
the third day completely recovered. It is 
interesting that in a twilight state during 
treatment he suddenly awakened frightened 
because he dreamed of being drunk in a 
gutter and horses trampling him. The exper- 
iences with these cases were never reported. 
Meanwhile a method was developed for using 
insulin in the treatment of opiate withdrawal 
(5, 6). Except for the depth of the reaction 
induced, being usually deeper for the addict, 
the methods are similar. Why this treatment 
should be successful in two apparently dis- 
similar clinical conditions we shall not at- 
tempt to discuss in this paper beyond in- 
dicating that in both conditions there are 
impaired tolerance and utilization of carbo- 
hydrates, and acute imbalance of the auto- 
nomic nervous system. 

After a physical examination to exclude 
contra-indications and note of any special 
need for caution, the patient is put to bed and 
given a hypodermic injection of insulin. The 
presence of an experienced nurse or attendant 
is required while the patient is under treat- 
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ment, to be prepared for a possible convul- 
sion. Such a reaction is not common, and 
usually not dangerous when it occurs, ex- 
cept for possible physical injuries which an 
attendant may obviate. The initial dose of 
insulin is empirically determined as an 
amount which will produce in 1 to 14 hours 
somnolence, thirst and diaphoresis. The 
amounts chosen by the author vary from 40 
to 80 units. When the initial dose is insufh- 
cient, as observed at the end of one hour, an 
additional amount is given. The secondary 
dose may be given intravenously. The in- 
travenous route has a shorter reaction time, 
and is of no extra risk to the patient after 
the tolerance to insulin is known. If the 
initial dose should be excessive, as evidenced 
by an overwhelming reaction, “fractional” 
neutralization is utilized until the desired 
effect is obtained. This is accomplished by 
repeated intravenous injections of 5 to IO 
grams of glucose, or drinks of 4 to 6 ounces 
of sweetened fruit juice. The time allowed 
for a treatment is usually 24 hours, occasion- 
ally 3 hours. The individual treatments are 
terminated by the oral administration of 
about 8 ounces of fruit juice which contains 
an additional ounce of sugar. The patient is 
then still hungry and enjoys the substantial 
meal which follows. The number of these 
treatments varies with the individual case ; 
one may be sufficient, some may require two, 
three or four, perhaps more than one treat- 
ment in the first 24 hours, as is often the 
requirement for addicts. 

Apparently an essential element for a 
smooth hypoglycemic reaction is the fluid in- 
take. This was observed not only in these 
acute states but also in the treatment of ner- 
vous disorders not in an acute stage. Under 
insulin patients usually are thirsty, grateful 
for a drink of water. They may consume as 
much as did Case 3 (3 quarts), although 
most patients take considerably less. It helps 
the patient to stand the hunger and thus 
avoid excitement and restlessness which 
might otherwise develop in demanding food 
before the desired reaction is achieved. 

Sedatives are seldom necessary and should 
be used sparingly. Many of these individuals 
are neurotic and are over-fond of “medicine.” 
It is best to restore habits of eating and sleep- 
ing as early as possible without supple- 
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mentary medications ; even the much advised 
vitamines can be adequately provided through 
a well-balanced meal. 

The the author differs 
in some respects from the methods described 
by others. First, there is no hurry to neutral- 


method used by 


ize the insulin reaction. Others give glucose 
almost simultaneously with the insulin or 
soon afterwards. This procedure may pro- 
duce an uncomfortable reaction in some cases, 
In the progressive development of hypo- 
glycemia some patients experience an excited 
or neuro-muscular irritability phase which is 
unpleasant and may frighten the patient. 
This is reduced to a minimum by the method 
described. Second, larger initial doses of 
insulin are used, according to the reaction 
desired rather than any previously estab- 
lished formula. Third, the intake of water is 
encouraged. do not mention this 
feature. The substitution of fruit juices as 
a means of providing liquids which some 


have mentioned is not desirable for the reason | 


given above. Others have found what appear 
to be too many exceptions of not entirely 
good results. Thus far, the author is un- 
qualifiedly in favor of insulin therapy for 
acute alcoholism. 

It is deserving of attention that patients 
are appreciative of and praise the treatment. 
Case 2 practically marveled over his quick 
recovery when to all appearances the day 
before he was getting worse. Cases 1 and 3, 
old hands at the business of sobering up 
spoke of the treatment as “the easiest and 
quickest” either had experienced. Case 3 
spent two weeks in the same hospital for an 
identical condition, in May 1943. 


CONCLUSION AND SUMMARY 


Insulin therapy has proven superior to 
other available methods for the treatment of 
acute alcoholism. It shortens the period of 
disability and is highly acceptable to patients. 
In war time, a saving in man-hours and 
avoidance of replacements are important con- 
siderations, especially as the incidence of 
acute alcoholism is bound to be reflected in 
life. The method of treatment was described 
and the results indicated by the reported 
cases. 
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NON-STRUCTURAL CEREBROVASCULAR DISEASE AS THE 
SOURCE OF PSYCHIATRIC SYMPTOMS’ 
R. W. WAGGONER, M.D., ann N. MALAMUD, M.D. 
Ann Arbor, Mich. 


The close integration of psychologic and 
organic factors is nowhere so well illustrated 
as in disorders of cerebral circulation. This 
may be due to the fact that in such disorders 
pathophysiologic mechanisms play an impor- 
tant role before permanent structural damage 
occurs. One of us (Waggoner(1)) recently 
reported a group of cases of mild cerebral 
arteriosclerosis in which psychoneurotic 
symptoms for a long time dominated the 
clinical picture masking the underlying or- 
ganic changes. In another group of cases, 
sometimes referred to as “circulatory psy- 
choses” (Spielmeyer(2)), the psychiatric 
manifestations are presumably associated 
with so-called functional disturbances of the 
cerebral circulation since the blood vessels 
are morphologically intact. This condition 
warrants further investigation. Therefore, 
we wish to present the following cases and 
demonstrate that the syndrome may occur 
either as a seemingly independent disorder 
or as a complication in the course of a psy- 
chosis or psychoneurosis. 


A. THe SYNDROME AS AN INDEPENDENT 
DISORDER 


Case I.—R. M., a boy aged 10 years was admitted 
to the hospital April 18, 1938. The family history 
showed several instances of unstable personality. 
The past history of the patient was without signifi- 
cance except that he was regarded as a somewhat 
restless and emotionally unstable boy. Shortly 
before the onset of his illness he became tense and 
preoccupied. On April 6, following an altercation 
with another boy, he suddenly experienced diffi- 
culty in enunciating words and a week later a con- 
vulsive attack occurred. When admitted to the 
hospital the patient was withdrawn, restless, 
expressive speech was reduced to “yes” and “no”, 
general orientation and comprehension appeared 
intact. Physically, he was moderately under- 
nourished, temperature was 100.4°F., pulse rate 
was disproportionately rapid showing wide fluctua- 


1 Read at the Centenary Meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., May 
15-18, 1944. 

From The Neuropsychiatric Institute, University 
of Michigan. 
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tions from 76 to 150 beats per minute, respiratory 
rate was 20 per minute and the blood pressure was 
114 systolic, 64 diastolic. The results of all other 
physical, neurologic, roentgenologic and laboratory 
examinations, including repeated studies of the 
blood and spinal fluid, were within normal limits, 
In the hospital the patient became progressively 
more agitated, negativistic and aggressive. On 
April 23, five days after admission, when re- 
strained for combative behavior, he suddenly lapsed 
into stupor, with signs of catalepsy. The stupor 
persisted with marked variations in intensity: 
at times it was interrupted by sudden brief re- 
missions and frequently it seemed to be an attention- 
gaining mechanism. As the condition progressed the 
patient began to develop fleeting neurologic signs 
such as bilateral divergent strabismus, dissociation 
f extraocular movements, Kernig’s and Babinski 
signs, tonic neck reflexes and rapid twitchings of 
the right side of the face. Later choreo-athetoid 
movements and torsion spasms alternated with 
akinetic states of complete rigidity. When put to 
bed the patient would assume at first an opistho- 
tonous position, then relax completely. There was 
incontinence of urine and feces. The low grade 
fever and tachycardia continued and a moderate 
leucocytosis developed. On May 13, the patient had 
a series of Jacksonian attacks which began on the 
left side of the face, spread to the arm and then 
became generalized. At this time a lumbar punc- 
ture revealed the spinal fluid pressure to be 240 
millimeters of water, but the examination was 
otherwise normal. From then on deep coma set in 
associated with recurrent episodes of dyspnea, cya- 
nosis and profuse perspiration. The temperature 
became progressively more elevated, rising at one 
time to 106°F. The patient died May 21, forty-five 
days after the onset of the illness. _ ; 
Necropsy revealed terminal bronchopneumonia. 
The brain weighed 1450 gms., showed distinct signs 
of swelling; the leptomeninges were greatly 
thickened and peculiarly gelatinous. Microscopi- 
cally, the pia-arachnoid showed striking changes 
consisting of pronounced hyperplasia of connective 
tissue fibres (Fig. 1). In the meshes there were 
numerous fibroblasts, histiocytes and empty gitter- 
cells, few scattered lymphocytes, a slight transu- 
date of serous fluid but no evidence of frank 
hemorrhage; the blood vessels were congested but 
otherwise normal. Large parts of the cerebral 
cortex showed areas of “paling” or ischemia, which 
were most pronounced in the depths of the con- 
volutions. Here the neurons stained poorly, were 
either shrunken or swollen showing varying de- 
grees of chromatolysis and were accompanied by 
diffuse or focal proliferation of micro- and macro- 
glia (Fig. 2). Similar changes were present in the 
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basal ganglia and cerebellum. In the inferior olive 
on the right side there was an area of softening. 
The epithelium of the choroid plexus showed 
severe degenerative changes with replacement by 
connective tissue fibres (Fig. 3). 


Case II.—A. V., a boy aged 8 years was admitted 
to the hospital September 21, 1943. An uncle of the 
patient had been diagnosed schizophrenia. Past 
history was apparently without significance. Three 
weeks before admission the patient was quite dis- 
turbed by a circumcision, then became increasingly 
irritable and had “temper tantrums”. About two 
weeks later he suddenly woke up screaming and 
became violent and irrational. From then on re- 
current episodes of excitement occurred. In the 
hospital restraint was necessary because of his im- 
pulsive behavior. He was incontinent of urine and 
feces. His temperature was 100.2°F. Physical, 
neurologic and roentgenologic examinations were 
negative. The hemoglobin content of the blood was 
106 per cent; there were 11,700 white blood cells 
per cubic millimeter. Other laboratory examina- 
tions, including spinal fluid, were negative. The 
patient gradually became semi-comatose in which 
state he showed variable signs of spasticity of the 
extremities, unequal deep tendon reflexes, coarse 
tremors of fingers, dysarthria and dysphagia. The 
temperature continued to be moderately elevated 
and the patient died three weeks following the 
onset of the illness. 

Necropsy failed to show any significant ‘findings 
in the internal organs. The brain was swollen and 
sections revealed a marked hyperemia of the gray 
matter and a peculiar grayish discoloration of the 
white matter. Microscopically, a prominent fea- 
ture in this case was the presence of multiple peri- 
vascular foci of demyelinization in the white matter 
giving it a moth-eaten appearance (Fig. 4). In 
these foci the myelin sheaths were either swollen 
and fragmented or completely. destroyed; there 
were scattered Marchi globules of fat but no signs 
of glial activity. The changes in the meninges, 
cerebral cortex and cerebellum were similar to 
those of Case I, although not quite so severe. 


Case III.—P. H., a Syrian male, aged 24 years 
was admitted to the hospital August 18, 1936. The 
family history showed numerous instances of explo- 
sive, “epileptoid” personality types. Patient’s early 
development was retarded and he was regarded as 
feebleminded. In August of 1924, at the age of 12, 
the patient had an attack of anxiety associated with 
involuntary movements and twitchings of muscles, 
was violent and threatened suicide. His condition 
was diagnosed as anxiety neurosis in a Syrian men- 
tal hospital. After six months he made a sudden 
recovery. Three subsequent attacks occurred in 
1925, 1927 and 1932, each lasting about three months, 
during which the patient manifested signs of stupor, 
negativism and catalepsy associated with profuse 
perspiration and cold extremities. The fifth and 
last attack occurred June 28, 1936, when he sud- 
denly became hyperactive and was _ hospitalized. 
He was of asthenic habitus, moderately undernour- 
ished, temperature was 103.2°F., blood pressure was 


128 systolic, 85 diastolic; the blood showed a mod- 
erate leucocytosis. Otherwise physical, neurologic 
and laboratory examinations, including studies of 
the spinal fluid, gave negative results. The mental 
picture was characterized by aimless overactivity, 
negativism, catelepsy, inappropriate affect and ir- 
relevant speech. Following pneumoencephalogra- 
phy on September 26 and during the next 18 days 
the patient had recurrent attacks of collapse asso- 
ciated with subnormal temperature, marked brady- 
cardia with pulse rate of 20-42 per minute and an 
average respiratory rate of 9. Death occurred 
October 14, 1936, during one of these attacks. 

Necropsy revealed only a terminal bronchopneu- 
monia. The brain weighed 1250 gms., was edema- 
tous and congested; the leptomeninges were greatly 
thickened. Microscopically, the latter showed dis- 
tinct hyperplasia of connective tissue fibres between 
which a few phagocytes containing a greenish pig- 
ment were noted. The cerebral cortex showed an 
advanced stage of ischemia with extreme paling 
of the parenchyma in the troughs in contrast to the 
crests of the convolutions (Fig. 5). In higher 
magnifications the neurons showed advanced ische- 
mic degeneration with incrustations and pyknotic 
nuclei; the glial response was moderate and the 
blood vessels were normal (Fig. 6). Similar changes 
were noted in the striate body and cerebellum. The 
epithelium of the choroid plexus was atrophic, 
fibrotic and partly calcified. The white matter 
showed discrete perivascular foci of demyelini- 
zation. 


Comment.—lIn these 3 cases, the similarity 
in clinical and pathoanatomic features was 
so close as to suggest an identical disorder, 
differing primarily in the duration of the 
illness. Occurring in juvenile patients with 
a family background of psychopathy and fol- 
lowing in some a psychic trauma, the disease 
began with symptoms resembling cataton’: 
states of excitement and stupor. These were 
gradually superseded by organic manifesta- 
tions, but at all times presented problems of 
differential diagnosis between psychogenic 
and organic types of reaction. A characteris- 
tic feature was the presence of associated 
vasomotor signs such as tachy- or brady- 
cardia, hyper- or hypothermia, cyanosis and 
diaphoresis. Signs of infection were lacking 
and the moderate leucocytosis which de- 
veloped late in the illness was probably due 
to dehydration. The pathoanatomic findings 
in all the cases were very striking and con- 
sisted of evidence of progressive irritation 
and fibrosis of the leptomeninges and choroid 
plexus, widespread ischemia of the gray 
matter of both reversible and irreversible 
type, and in two of the cases of extensive 
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perivascular foci of demyelinization in the 
white matter. These changes obviously of 
circulatory origin occurred in the presence 
of apparently normal blood vessels. 


3. THe SYNDROME AS A COMPLICATION IN 
THE COURSE OF ANOTHER 
MENTAL DISORDER 


In a variety of mental disorders especially 
schizophrenia, a condition known in the litera- 
ture as “‘acute fatal catatonia” has been fre- 
quently reported. However, the pathoanato- 
mic explanation for the apparent “brain 
death” in these cases has remained obscure. 
Reichardt(3) emphasized the presence of 
“brain swelling” and Goldstein(4) that of 
pial edema. Extensive damage to the brain 
in such a case was first reported by Malamud 
and Boyd(5) in 1939. This was a 20 year 
old woman who, following a typical schizo- 
phrenic illness, suddenly lapsed into coma 
associated with Jacksonian and generalized 
convulsions, signs of meningeal irritation, 
cyanosis, hyperthermia and finally death ap- 
proximately 68 hours after the onset of the 
acute episode. Microscopically, the cerebral 
cortex showed widespread necrosis and soft- 
ening in the presence of intact blood vessels 
(Fig. 7). 

Similar findings were recently reported 
by Murphy and Neumann(6). The follow- 
ing case is a further illustration of this condi- 
tion. 


Case IV.—F. V., a white, married male, aged 30 
years, was admitted to the hospital August 15, 1939. 
In the family history there were several instances 
of psychopathic personality and migraine. The 
patient had convulsive attacks in infancy. He was 
subject to periodic migraine headaches. He was 
of an explosive personality make-up, hypochon- 
driacal and maladjusted. In 1937 following an 
apparently insignificant injury his psychopathic 
traits became exaggerated. He developed para- 
noid delusions of infidelity, became violent and 
combative. In the hospital he expressed many 
somatic complaints, but the results of physical, 
neurologic and laboratory examinations were nega- 
tive. On March 6, 1941, the patient was found in a 
condition of ‘semi-coma, appeared to have had a 
convulsive attack and died the same day. 

At necropsy examination of the internal organs 
was negative. The brain showed chronic thick- 
ening of the leptomeninges; generalized congestion 
and edema. Microscopically, the outstanding change 
was the presence of numerous and widespread 
perivascular foci of demyelinization throughout the 
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white matter of the cerebrum and cerebellum (Fig, 


8). The lesions surrounded congested but other- 
wise normal blood vessels, and contained prolifera- 
tion of glial fibres but no accumulation of lipoids. 
There was advanced hyperplasia of connective 
tissue in the leptomeninges; the cortex showed 
non-specific neuronal changes. 

Comment.—In this case, in spite of the 
extensive organic changes in the brain which 
were similar to those noted in the previous 
cases, psychoneurotic and paranoid mani- 
festations dominated the clinical picture. It 
is reasonable to assume that the sudden 
“brain death” was but an acute exacerbation 
of the chronic organic condition. 


DISCUSSION 


In the above cases the complex and variable 
clinical symptomatology in spite of its sever- 
ity offered us little aid in the diagnosis and 
understanding of the condition. The abrupt 
onset, the rapid fluctuations in the course 
and the associated vasomotor signs in the 
presence of a normal cerebrospinal fluid may 
have suggested a cerebrovascular disorder of 
some type. 

The pathoanatomic findings, on the other 
hand, tend to explain the clinical findings. 
The widespread ischemic or necrotic changes 
in the gray matter, in the presence of a struc- 
turally normal vascular system, are in keep- 
ing with similar findings by Spielmeyer in a 
great variety of functional disorders of the 
circulation. Whether these changes are pro- 
duced by angiospasm or angiostasis is a mat- 
ter of opinion but their vasomotor basis 
would appear undeniable. The varying de- 
grees of reversibility and irreversibility of 
the ischemic process in our cases strongly 
suggest repeated spasmodic irritation of the 
cortical vessels. The changes in the white 
matter, leptomeninges and choroid plexus 
observed by us have not been previously re- 
ported in such disorders. In the white matter 
the foci of demyelinization have all the char- 
acteristics of perivascular anemic necrosis 
seen in vascular diseases and lend themselves 
to the same interpretation as the changes in 
the gray matter. The process in the meninges 
and choroid plexus is more difficult to eval- 
uate but in our opinion the same vasomotor 
mechanisms are responsible. This chronic 
irritation and fibrosis on a non-inflammatory 
or hemorrhagic basis in the case of children 
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Fic. 1 (Case 1).—Marked hyperplasia of connective tissue fibres in the lep- 


tomeninges. Van Gieson stain: Zeiss planar lens No. 35. 
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Fic. 2 (CAsE 1).—Ischemic changes in neurons and proliferation of glial elements 
within areas of “paling” Nissl stain; Zeiss planar lens No. 20. 
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Fic. 3 (CAsE 1).—Partial degeneration and fibrosis of epithelium of chor 


plexus. Nissl stain; Zeiss planar lens No. 20 


Fic. 4 (CASE 2).—Perivascular foci of demyelinization in the cerebral 


white matter. Spielmeyer stain: Zeiss planar lens No. 75 
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Fic. 5 (CASE 3) :—Ischemia (“paling”) of the cortex in the troughs of the cere- 
bral convolutions. Nissl stain; Zeiss planar lens No. 50. 
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Fic. 6 (Case 3).— Higher magnification of Fig. 5, showing advanced ischemic degen- 
eration of neurons. Nissl satin; Zeiss objective No. 20, ocular No. 2 


ee? 


AMERICAN JOURNAL OF PSYCHIATRY, Vol. 101. N 3 PLATE 


Fic. 7 (CASE or Fata Catatonra): Widespread foci of devastation in th 
cerebral cortex. Nissl stain; Zeiss planar lens No. 7: 


Fic 8 (Case 4).—Cerebral white matter containing coalescing perivascular foci of demy- 
linization in an advanced state. Spielmeyer stain; Zeiss planar lens No. 7¢ 
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or young adults is unique. The pia and 
choroid plexus have a direct innervation as 
well as an indirect one through their blood 
vessels. It is conceivable that repeated stim- 
ulation of these tissues, may produce the 
diapedesis of serum, cellular reaction and 
gradual fibrosis. Similar changes may be 
seen in some cases of trauma, convulsive 
attacks and other disorders where vasomotor 
disturbances play a role. According to Gold- 
flam(7) and Matzdorff(8) the obscure con- 
dition of spontaneous subarachnoid hemor- 
rhage may be on a vasomotor basis. 
Assuming that we are dealing here with 
cerebral vasomotor disorders, the etiologic 
factors require explanation. While further 
investigation is necessary, the following sug- 
gestions are offered. There is some evidence 
that individuals who die from “sudden brain 
death” may have a hemorrhagic diathesis 
(Stauder(9)) or a vulnerable vascular con- 
stitution (Malamud and Boyd). Some of 
these cases have a family and personal his- 
tory of vasomotor instability. Such individ- 
uals are prone, under a variety of stimuli, to 
cerebral vasomotor disturbances. We know, 
e. g., that in many cases of head trauma an 
additional constitutional factor must be in- 
troduced to explain such phenomena as the 
frequent discrepancy between the degree 
of injury and the extent of the effect, the 
widespread signs of vascular spasm, or de- 
layed apoplexy. It is also: well known that 
emotional stress may have a direct influence 
on various vasomotor disorders such as hy- 
pertension, epilepsy and migraine. In our 
cases with the predominant disturbance in 
the psychologic sphere there is reason to be- 
lieve that psychic stress may have played an 
important role although the exact psycho- 
genetic factors have not been determined. 
It is our opinion that this syndrome is to be 
interpreted as a combined effect of psychic 
stress and of a vulnerable vascular system 
and it would seem necessary to keep these 
factors in mind in the differential diagnosis 
of such conditions. The recognition of such 
psychiatric phenomena is always of impor- 
tance but especially so in the many persons 


subject to the physical and emotional stress 
attendant upon war conditions. 


SUMMARY 


A syndrome, characterized clinically by 
rapidly fluctuating psychic, neurologic and 
vasomotor reactions and pathoanatomically 
by complex changes referable to the meningo- 
vascular system of the brain, is presented. 
The occurrence of this condition as an inde- 
pendent disorder and as a complication in the 
course of a psychosis and psychoneurosis is 
illustrated. The syndrome is interpreted as 
a combined effect of psychic stress and of a 
vulnerable vasomotor system. 
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THE PSYCHIATRIC PROBLEM OF SUICIDE ' 
JAMES H. WALL, M.D., Wuirte P tains, N. Y. 


The purpose of this paper is to review our 
experience with the problem of suicide in 
the New York Hospital, Westchester Divi- 
sion, since 1933, at which time our studies 
(3) showed that certain warning signs could 
be recognized in potentially suicidal patients 
in mental hospitals. The outstanding signs 
were ; 

1. Depression with ideas of guilt, self- 
depreciation and self-accusations, associated 
with tension and agitation. 

2. Severe hypochondriasis. 

3. Insomnia with great concern about it. 

4. Fear of losing control, of hurting others 
or oneself. 

5. Previous attempts to injure oneself. 

6. Suicidal preoccupation and talk. 

During the past Io years we have been on 
the alert for these signs and it is of interest to 
note that we have not had a suicide in the 
hospital during the last 5 years. Between 
1933 and 1939 there were only 7 patients who 
committed suicide while under treatment in 
the hospital. In the period covered by this 
paper, 1933 to 1943, 5 patients committed 
suicide while on temporary visit from the 
hospital. Twenty-one patients took their own 
lives during the first year after leaving the 
hospital, thus making a total of 33 patients 
whose case histories are the source of the 
clinical material of this paper. 

Before presenting the study of the case 
histories, we should say something of the 
relation of statistics to the topic of suicide. 
The understanding and management of the 
drive to self-destruction involve problems of 
such magnitude that it is obvious that statisti- 
cal studies of suicide in this hospital or else- 
where can tell only a small part of the story. 
In our hospital at any time one-half of the 
patients on the admission and acute services 
are suicidal. In such studies as these we do 
not take into consideration the serious at- 
tempts, dramatic gestures and self-destructive 
determined accidents in patients who recover. 


1 Read at the Centenary Meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., 
May 15-18, 1944. 

From the New York Hospital, Westchester Di- 
vision, and the Department of Psychiatry, Cornell 
University Medical College, New York, N. Y. 
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he present low rate of deaths from suicide 
in our hospital may be a reflection of the low 
suicide rate for the nation. Vital statistics 
prepared by the Bureau of Census of the 
Department of Commerce show that the sui- 
cide rate has fallen as it did during the first 
World War. In the years from 1914 to 1920 
the suicide rate in this country gradually de- 
creased from 16.1 to 10.2 per 100,000 popu- 
lation. From 1920 to 1932 it gradually in- 
creased to 17.4. There has been a gradual 
decrease to I2 in 1942. Many factors ac- 
count for this. Employment has reached its 
peak. More lives have a purpose and gen- 
erally aggression is turned outward. No 
doubt we shall witness again, with the return 
of peace, the readjustment of aggressive 
drives, with a corresponding increase in the 
number of deaths due to suicide. 

Of the 33 cases discussed in this paper (19 
men and 14 women), 26 were voluntary ad- 
missions, 2 voluntary minors and 5 com- 
mitted patients. The religious background 
showed 16 Protestants, 9 Jews and 8 Catho- 
lics. Twenty-one were married. The aver- 
age age at the time of admission was 42, 
ranging from 16 to 70. In 30 of the families 
there was a history of mental illness. Of 
considerable dynamic significance was the oc- 
currence of suicide or suicides in 11 families. 
The suicide of a near relative was the pre- 
cipitating factor in the development of mental 
illness in 4 patients. All of the 11 patients 
frequently referred to the example or pattern 
of their unfortunate relatives. This tendency 
to identify with relatives who have taken 
their own lives is noteworthy, and indicates 
the far-reaching effect of suicide prevention. 

The patients’ families were significantly 
larger than those of our psychoneurotic and 
alcoholic patients studied over the same 
period. The patients under consideration 
came from families with an average of 4 
children. In most instances the families were 
made up of undemonstrative members. There 
was an apparent weakness in the bonds of 
affection; estrangements and smouldering 
hostilities were common. The development 
of the patients’ personalities was influenced 
by this lack of affection and feeling of belong- 
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ing. In their lives they lacked the warm 
support of close mates and intimate friends. 
This attitude was also present during their 
hospitalization and interfered with their abil- 
ity to have confidence in those who were 
responsible for their treatment. 

They were of cycloid, schizoid and rigid 
temperaments. Most of them had been hypo- 
chondrical and unduly self-protective prior 
to the development of the illness. The feeling 
of not being wanted in the family group, in 
the community and later, more intensely, in 
the hospital group, was the outstanding per- 
sonality trait. 

Except for 8 patients who suffered from 
circular manic-depressive reactions, the be- 
ginning of the illness was dramatically 
ushered in by a definite precipitating factor. 
Four became depressed following the suicide 
of relatives. The other common precipitating 
events were: death in the family, physical 
illness or surgical operation, financial loss and 
promotion. Six of the patients had previous 
mental illnesses. Only 2 of them were sick 
for less than 1 month prior to admission. 
The average duration of illness before ad- 
mission was 18 months. Twelve of the pa- 
tients had made previous suicidal attempts. 


Their diagnoses were as follows: 


Manic-depressive psychosis ...... 21 
Involutional psychosis ........... 2 
4 
Schizophrenic psychosis .......... 6 


At the time of admission the patients’ symp- 
toms varied, but prior to suicide, one or 
more of the warning signs previously enu- 
merated were observed. The 7 patients who 
ended their lives in the hospital chose the 
early morning hours, or the time when there 
was a change from one part of the hospital 
treatment to another. 

The average length of time under hospital 
treatment for the entire group was 9 months. 
In 7 instances the method of suicide was the 
same as used in previous attempts. The 
methods were as follows: 


2 
Throwing self under train........ I 

33 


DISCUSSION 


In addition to the previously enumerated 
warning signs, our experience during the 
past 10 years has shown that there are other 
factors to be borne in mind in preventing 
suicide. We must take into consideration the 
attitude of the patients’ relatives, particularly 
at the time when the patient has begun to 
improve and is making visits outside the 
hospital. With a sudden improvement in a 
suicidal patient there may be a plan to take 
advantage of the increased freedom. In 7 
instances the patients disclosed these plans 
to relatives and the hospital personnel did 
not know of the plans until after the suicides. 
Two patients had disclosed plans for suicide 
while on temporary visit away from the 
hospital shortly before the final visit, when 
the suicides occurred. The other patients had 
begged their relatives for poison or other 
means of self-destruction a few days prior to 
their deaths. It was difficult to determine 
whether this lack of cooperation on the part 
of relatives was due to hostility toward the 
patient or a feeling of loyalty. At any rate 
we have learned to evaluate carefully these 
interpersonal relationships. 

Another point of interest is a consideration 
of the life situation which precipitates the ill- 
ness. The mental reaction may be mild, but 
the precipitating situation may have reflected 
on the personal honor or good name of the 
patient’s family. This was true in the case of 
a professional man who improved quickly in 
the hospital and committed suicide within 
24 hours after leaving. A sensitive personal- 
ity requires more time after the disappearance 
of symptoms to adjust to a difficult life 
problem. 

We have also learned that the recording 
and the reporting of observations about 
patients should never become routine pro- 
cedures. One must rely upon those who 
supervise the patient on the halls and in the 
various occupational, recreational and other 
therapeuti¢ activities. The closest coopera- 
tion between members of these departments 
‘and the staff must be maintained. Exchange 
of ideas and daily evaluations of observations 
should be encouraged. We have been able to 
distinguish the more serious forms of de- 
pression, hypochondriasis and _ insomnia, 
symptoms which are also met with to a 
milder degree in patients who are essentially 
neurotic and who are treated successfully in 


400 THE PSYCHIATRIC PROBLEM OF SUICIDI 


outpatient departments and in physicians’ 
offices. In the potentially suicidal patient the 
depression is persistent and continuous and 
is usually associated with marked tension 
and agitation, and with ideas of guilt, self- 
depreciation and self-accusation. The patient 
does not brighten up or get the same degree 
of relief from unburdening as in the case of a 
milder psychiatric disorder. The hypo- 
chondriasis is usually of the delusional type 
and more often one organ or system is the 
subject of continued concern. It is never 
the widespread and shifting hypochondriasis 
of the psychoneurotic patient. The patient 
is always serious and convinced about the 
complaint. There is rarely the let-up in 
tension from unburdening, experienced by 
the patient with neurotic hypochondriasis. 
The sleep disturbance is associated with 
genuine dread and distress. The patient is 
sure that the loss of sleep is producing ir- 
reparable damage. The patient begs for 
sleep, but at the same time is afraid of the 
sleep which comes from exhaustion or as a 
result of sedative medication. 

Electric shock therapy has become an im- 
portant and potent instrument in our thera- 
peutic armamentarium to alter and decrease 
the drive to self-destruction. The treatment 
may be interpreted as punishment in some 
suicidal patients and the feeling of guilt is 
dissipated and the need for punishment is 
fulfilled. In other patients there is a for- 
getting of the emotions and associated painful 
ideas during the mental confusion associated 
with this treatment. In others there is a 
general stimulation of the body functions, 
reflected in increased appetite, better in- 
testinal function and a feeling of well-being 
even before the depressive trend of thought 
changes. Many patients become depressed 
within a few days after shock therapy, and 
we must be on the alert for this change, 
which is usually sudden. 

Most of these patients cannot be depended 
upon to respond with confidence and com- 
plete trust, but no effort should be spared by 
all therapists to build up a strong trans- 
ference; this applies especially to the phy- 
sician, who in this way can know what is 
going on from day to day in the mind of the 


Nov. 


patient. At first the suicidal patient is on a 
simple but restricted program under constant 
observation. During this stage great em- 
phasis is placed on safety. With a removal 
from the stress and strain of adjusting to 
the home environment and with the rest and 
reassurance of the protective and supportive 
hospital régime, most patients begin to im- 
prove. The range of activities is increased, 
but the time for this depends upon what is 
best for the patient, and not on the patient's 
irritation with restriction. The best treat- 
ment entails increased activities, which mean 
increased risks, but the restoration of con- 
fidence is a most important part of the re- 
covery of all mental patients. On the halls, 
in occupational therapy, in recreational ac- 
tivities, the freedom and some 
choice of pursuits in the hospital carry with 
them risks which cannot possibly be entirely 
removed. Life must be made natural and 
attractive again. 


increased 


Families of suicidal pa- 
tients should know that no hospital can 
guarantee the absolute safety of a patient 
even though precautionary measures and 
vigilance of the highest type are maintained. 

Those who work in mental hospitals know 
many patients who, though suicidal for a 
long period of time, are now living useful 
and productive lives. Some of these wear 
the scars of their attacks upon themselves. 
These individuals have been kept on the side 
of life; and of even more far-reaching sig- 
nificance, they have been prevented from 
setting a pattern or an example to be followed 
by their relatives and others when the going 
becomes rough and hard. 
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THE RELATIONSHIP OF NEUROTIC TRAITS TO THE ELECTRO- 
ENCEPHALOGRAM IN CHILDREN WITH 
BEHAVIOR DISORDERS * 


CAPTAIN JOSEPH J. MICHAELS, M.C., anp MAJOR LAZARUS SECUNDA, M.C. 


Many studies of the relationship of the 
electroencephalogram to behavior disorders 
in children and to psychopathic personalities 
have appeared in recent years. Findings have 
usually been presented as correlations of a 
specific, measurable, graphic unit, 7. ¢., the 
EEG, with a complex, qualitative, vague syn- 
drome. 7. e., behavior disorder. This contrasts 
with the situation in studies on epilepsy where 
a high degree of correlation is found between 
a special type of abnormal EEG and a specific 
type of abnormal behavior, namely, the seiz- 
ure. The behavior disorders of children are 
so complex, with so many neurologic, psy- 
chobiologic and sociologic variables that a 
significant over-all correlation with the EEG 
can hardly be expected. Until those variables 
are delimited and defined, one must be cau- 
tious in drawing conclusions as to the possible 
relationship of an abnormal EEG and be- 
havior disorders in general. The purpose of 
the present study was to consider certain 
more or less unitary aspects of the behavior 
disorders and to determine which of these 
correlates most highly with abnormalities in 
the EEG. 

In a recent study by Secunda and Fin- 
ley(1) a greater percentage of immature- 
abnormal EEGs was found in 143 children 
with behavior disorders than in a group of 
76 normal controls. Among the children with 
behavior disorders there was a high incidence 
of such neurotic traits as enuresis, nail biting, 
and walking and talking in sleep. Ninety 
children had one or more neurotic traits, 32 
had none, and in 21 cases no information 
was given. 

Inasmuch as it has been previously demon- 
strated that persistent enuresis is an indi- 
cator of an ill-balanced personality (2), it 
was thought that it would be of value to con- 
sider the possible relationship between im- 
mature-abnormal EEGs and enuresis and 


1From the Boston Psychopathic Hospital and 
the Department of Psychiatry, Harvard Medical 
School, Boston, Mass. 


other neurotic traits. One hundred twenty- 
two cases of the original 143 children were 
found in which data were available on these 
points. The incidence of neurotic traits, sex 
and age distributions and the electroencepha- 
lographic findings were essentially the same 
in this smaller series as in the original series 
of Secunda and Finley. They(1) describe 
the apparatus and procedure in obtaining the 
EEG, and the method of analysis of the 
tracings which were divided into three 
groups: normal, immature-borderline and 
immature-abnormal. A wave of slow rate 
was the commonest abnormal finding in these 
patterns. Samples of these tracings also ap- 
pear in their original paper and their findings 
were utilized as the basis of the present 
report. 

Table I shows the incidence of the various 
factors investigated. There was a prepon- 
derance of males (89, or 73 percent) and the 
majority of the cases were between the ages 
of 13 and 18 years. The greater number of 
male children encountered may be due to the 
fact that the anti-social behavior of the male 
is more overtly aggressive than in the female 
and therefore he more often comes into con- 
flict with the law. 

Of the various neurotic traits investigated 
enuresis was the most prevalent in the his- 
tories of these children, Unfortunately, data 
were not available as to the age of cessation 
of the enuresis. The incidence of enuresis 
was about evenly distributed between the 
sexes, which differs from the findings of 
Michaels and. Goodman(3); they observed 
that the triad of psychopathy, male sex and 
persistent enuresis is a frequent association 
worthy of serious consideration. There was 
a greater incidence of abnormal EEGs among 
the male children. 

When an attempt is made to correlate sex, 
age and neurotic traits with the EEG it is 
seen in Table II that the male children (+ 
13.5+8.1) and those in the age groups of 
13 to 18 years (+23.4+7.5) are associated 
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ence in percentages and its standard devia- 


tion was 


neurotic traits, 


4.4+8.9. O 


f all the children with 


those with enuresis had the 


highest association with an abnormal EEG 


89 male children, listed as percent positive, (+17.7+8.4). This | 
TABLE | 
THE INCIDENCE OF ENurREsIS, OTHER Neurotic SEX AND 
ELECTROENCEPHALOGRAM IN 122 CHILDREN 
Total Male 
No. Per No. I N 
17 14.0 14 15.7 3 
Enuresis and other traits................ 21 17.2 14 15.7 7 
Temper tantrums alone................. 18 14.8 II 12.3 7 
Temper tantrums and other traits........ 10 8.2 7 7:9 3 
Total temper tantrums............. 28 23.0 18 20.2 10 
ee 8 6.6 5 5.6 3 
All neurotic traits except enuresis....... 50 41.0 34 38.2 16 
All neurotic traits including enuresis..... 88 72.1 62 69.7 26 
34 7.8 2 20.2 § 
A. Normal electroencephalogram ....... 33 27.0 23 25.8 10 
B. Borderline electroencephalogram ..... 26 21.3 16 17.9 10 
C. Abnormal electroencephalogram ..... 63 51.6 50 56.1 13 
D. B plus C electroencephalogram...... 89 73.0 66 74.0 2 
TABLE II 


ENvRESIS, OTHER Neurotic TRAITS, SEX AND AGE 


AND ABSENCE OF NORMAL BorDERLINE AN 


Normal EEG 


Per Per Difference 
cent cent ol 
+ _— percentages 
97.0 70.8 +27.8+8.4 
Enuresis alone .............. 6.1 16.9 —10.8+7.2 
Enuresis and other traits..... + 
Total enuresis .......... 27.3. 32.6 — 5.39.4 
12.1 11.2 + 0.9%6.5 
Temper tantrums alone...... 212 12.4 + 887.2 
Temper tantrums and other 
Total temper tantrums... 27.2 21.1 + 6.1+8.5 
Miscellaneous traits ......... 3.0 7.9 — 4.95.0 
All neurotic traits except 
42.5 40.5 + 2.0+9.9 
All neurotic traits including 
: 69.8 73.0 — 3.2+9.1 
No neurotic traits............ 30.3. 27.0 3.30.1 


whereas 0 


f the remaining 89 EEGs (border- 


line and abnormal) 66, or 74.1 percent, oc- 


curred in the 89 male children which is listed 


as percent 


of the difference in percentages was obtained 


according 


negative. The standard deviation 


to the usual formula; the differ- 


;: DISTRIBUTION IN RELATION TO 


p ABNORMAI 


Border! 
Pe Per 
ce cent 
61.5 70.0 
80.9 77.1 
164 
3.8 208 
15-4 35.4 
11.5 11.5 
15.4 14.6 
3.8 9.4 
90.2 24.0 
is 8.2 
42.4 40.7 
57.8 76.0 
12.4 24.0 


ELECTROENCEI 


ine EEG 


Difference 
ot 
percentages 


—14.5+ 9.6 


+ 38+ 9.4 
7.0 
8&1 
—20.0+ 6.8 

= 


I+ 


— 82+ 98 


ercentage is on the 
DISTRIBUTIONS AND 
Difference 
In 
Per cet percentage 
24.3 — 2929.5 
5.7 + 299.5 
I 6.6 = 7.0 
21.2 — 5.57. 
30.3 + LI 
3.2 = 64 
21.2 — 8927.2 
I — 1225.5 
30.3 — 10.1 25% 
Q.1 — 3.5 = 5.0 
19.5 — 10.3 
78.8 — g1t 6.6 
24.3 + 492901 
30.3 — 45809 
30.3 — 12.497 
30.4 16.7 + 8.0 
69.7 + 4389 
THE PRESENCE 
HALOGRAM 


Abnormal EEG 


Per Per Difference 
cent cent of 
percentages 
79.55 66.0 +13.5+8.1 
33-3 9.9 +23.4%7.5 
I9.t 85 +10.66.3 
20.7 13.5 + 7.26.7 
39.7 22.0 +17.7+8.4 
Il.I — 
11.0 186 — 7.56.4 
II.1 5.1 + 6.05.0 
22.2 204 + 1.87.6 
64 68 — 
42.4 30.7 — 2.7+88 
79.5 64.5 +15.0+8.1 
20.6 35.6 —15.08.1 


border of statistical significance. Those chil- 
dren with neurotic traits with the exclusion of 
enuresis do not have a positive association 
with an abnormal EEG (—2.7+8.8). Those 
children without any neurotic traits have a 
negative association with an abnormal EEG 
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(—15.0+8.1). It is difficult to explain the 
associations with the borderline EEG which 
in these data do not form a gradual transition 
from the normal to the abnormal as might 
have been expected. 

Secunda and Finley(1) believe that an 
abnormal tracing in a child with behavior 
disorder indicates a degree of cerebral ma- 
turity incommensurate with the chronological 
age, and that this type of immaturity tends 
to be associated with a defective power of 
adjustment. LEnuresis is also reflective of 
immaturity, however, more in terms of the 
malintegration of the total personality than 
specifically of the cerebrum. It is of interest 
that enuresis occurred more frequently than 
any other neurotic trait and was more com- 
monly associated with an abnormal EEG. It 
has been suggested(4) that lack of control 
is a specific characteristic of certain types of 
psychopathic individuals and in the trait of 
enuresis. Although there is little to indicate 
that an abnormal EEG in these children 
might be a concomitant of deficient inhibitory 
function—it is believed that investigation of 
this possibility might be profitable. 


CONCLUSIONS 


1. In 122 children with behavior disorders, 
enuresis was reported more frequently (38 
or 31.2 percent) than any other neurotic 
trait. 
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2. Male children and those in the age 
group of 13 to 18 years had abnormal EEGs 
more commonly than females or children in 
a younger age group, suggesting that age and 
sex are important variables that must be 
controlled in a study of this kind. 

3. A history of enuresis in children with 
behavior disorders was associated in a posi- 
tive manner with electroencephalographic ab- 
normality, whereas behavior disorders with- 
out enuresis were not positively associated 
with electroencephalographic abnormality. 

4. The EEG does not correlate with the 
vague and complex syndrome of behavior 
disorder but with certain specific aspects of 
this syndrome. 
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CORRESPONDENCE 


June 19, 1944. 
Editor AMERICAN JOURNAL OF PsyCHIATRY : 

Sir: So much favorable comment has 
come in in regard to Dr. Alan Gregg’s 
address * that I think it appropriate to state 
how it came into being. 

The Centenary Committee was impressed 
by the stir occasioned on the Fiftieth Anni- 
versary meeting in Philadelphia by the ad- 
dress of Dr. S. Weir Mitchell. The criticisms 
which Dr. Mitchell voiced were somewhat 
discounted by his evident bias. It seemed to 
the committee that again for the Centenary 
someone should be invited to play the part 
of critic but this time it should be someone 
who was not himself caught up in any of 
the many kinds of psychiatry that are rep- 
resented on our programs. No one could 
be found who was as free from entangle- 
ments as Dr. Gregg. 

The outcome was all that was anticipated. 
Dr. Gregg spoke as an “inside” outsider 
interested in the constructive development 
of all the interests in the Association. His 
audience responded in kind. This tolerance 
in speaker and members was not in evidence 
fifty years ago. And for this reason the com- 
mittee hopes that the stock-taking which 
was led by Dr. Gregg will have more im- 
mediate and more lasting results. This is 
the reward which Dr. Gregg can expect for 
his response to the call of the Association. 

D. Bono, M. D., 
Chairman Centenary Commuttee. 


1 See p. 285, this issue. 
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The subjoined letter is a reply to an en- 
quiry whether the American Association for 
Applied Psychology would care to issue a 
statement of the attitude of the Association 
to an article, written by H. C. Link. Ph. D., 
irresponsibly criticizing the psychiatric ser- 
vices in the armed forces and published in 
the American Mercury. 


New York, October 14, 1944. 


Editor, AMERICAN JOURNAL OF PSYCHIATRY 


R 
This is in reply to your letter 
article by H. C. 

issue of the American Mer: 
This matter 


ing of the 


of September 5 
regarding the Link in the July 
ury. 
was discussed at the annual meet- 
Board of Governors of the American 
Applied and I was 
instructed to transmit to you the following state- 
ments: 


Association for Psychology 


1. The article “The Errors of Psychiatry” was 
written by Dr. Link as a private individual and 
is in no sense an official expression of the attitude 
of the psychological profession or of the American 
Association for Applied Psychology ; 

2. This Association does not attempt to exercise 
censorship over the individual publications of its 
members no matter how ill-advised an article may 
seem to be to the members of the Board of Gover- 
nors of the Association. 

Cordially yours, 
Auice I. Bryan, 
Executive Secretary, 
American Association for 
Applied Psychology. 
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COMMENT 


PRESIDENT’S LETTER 


A meeting of the Executive Committee 
was called for August 11, 1944. Due to 
transportation conditions your President was 
unable to attend. Dr. Strecker was also 
unable to be present. Doctors Overholser, 
Hamilton and Thom were present. Mr. 
Davies was there and Dr. Burlingame and 
Dr. George Stevenson were both present by 
invitation. Dr. Arthur Ruggles was invited 
but was unable to come. 

Your President prepared an agenda of 
some seventeen items. The important mat- 
ters considered by the Executive Committee 
and the actions taken were as follows: 

House resolution 5128 to provide defer- 
ment from military draft of a stated num- 
ber of pre-medical students was approved 
and the appropriate members of Congress 
notified of such approval on the part of your 
Association. 

The Executive Committee reaffirmed the 
action of the Council on May 20, 1942, 
authorizing the special committee on psy- 
chiatry in the armed forces to meet issues 
appropriately as they arise. 

The Committee on International Rela- 
tionships was requested to formulate recom- 
mendations for consideration of the Council 
concerning the desirability of extending mem- 
bership in the Association to citizens of 
Latin American countries. 

The problem of securing a permanent 
home for the Association was not settled. 
This is bound up closely with our relation- 
ship to the National Committee for Mental 
Hygiene. The National Committee for Men- 
tal Hygiene finds that its present quarters at 
58th Street and Broadway are most satis- 
factory since many medical and social agen- 
cies are located in this same building. There 
are some who feel that it would be much 
better for our Association to move to 58th 
Street and Broadway and be able to benefit 
from all of these relationships including 
the National Committee for Mental Hy- 
giene rather than isolate ourselves in a home 
of our own. Dr. Stevenson and Mr. Davies 
are to prepare a memorandum on the ad- 
vantages and disadvantages and the cost in- 
volved by such a move. The whole question 
of our quarters and our relationship to the 


National Committee for Mental Hygiene will 
come up at the December Council meeting. 
Rehabilitation and the setting up of gradua- 
tion and refresher courses in psychiatry for 
returning veterans were considered but it 
was felt that further consideration at the 
December Council meeting was necessary 
before making any final decisions. 

The President was authorized to appoint 
a committee on clinical psychiatry. The fol- 
lowing committee has been appointed: Dr. 
James Plant, Chairman, Dr. Eugene Barrera, 
Dr. David Levy, Dr. Henry Schumacher, 
Dr. Paul Wilcox. 

At the present time a new magazine on 
clinical psychology is coming out. From 
various sources, I have been informed that 
the clinical psychologists would welcome dis- 
cussing their problems with a committee of 
our Association. Accordingly I have asked 
Dr. Plant and his committee to work with a 
committee of clinical psychologists, discus- 
sing the many problems which arise. 

In the past there has been considerable 
controversy over the duties and the field of 
work of psychiatric social workers. Over 
a period of years a committee from the 
American Psychiatric Association, meeting 
with a committee from the American As- 
sociation of Psychiatric Social Workers, has 
discussed all of these problems and solved 
most of the difficulties. Because of this, 
our relationship with the psychiatric social 
workers is most cordial. The field for social 
work has been established and few impor- 
tant controversies exist. I believe that it will 
be possible to do the same for clinical psy- 
chology. At the present time there is much 
good feeling on both sides, but there are a 
number of points which could cause mis- 
understanding. Discussion of these will un- 
doubtedly settle many of these controversial 
points. 

An article entitled “The Errors of Psy- 
chiatry” appearing in the American Mercury 
of July 1944, attracted much public attention. 
This article was highly critical of psychiatry 
and the work it is doing in the armed forces. 
After discussing this matter with many 
members of the Association I prepared a 
preliminary draft which was given to Dr. 
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Burlingame’s Committee on Public Educa- 
tion. This Committee wrote the article and 
submitted it to me. I suggested certain 
changes which were made. The article was 
then sent to the American Mercury and ap- 
peared in the September issue. I have had 
many letters of approval of this article, par- 
ticularly from psychologists of the highest 
standing. I think it can safely be said that 
psychologists generally feel that psychiatrists 
have done good work in the war effort. | 
wish to express my thanks to Dr. Burlingame 
and his Committee for their valuable aid in 
printing this article. 

As voted at the May meeting, I am call- 
ing a three day meeting of the council for 
December 17, 18, and 19 inclusive. This 
meeting will be at the Hotel Lexington, 
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New York City. I would point out that the 
Board of American Psychiatry and Neurol- 
ogy meets on December 14 and 15 and the 
Research Association on Nervous and Men- 
tal Disease meets on December 16 and 17. 
The present plan is that there will be an 
Executive Committee meeting Sunday morn- 
ing, December 17 at 10:00 A. M. The Coun- 
oo P. M. and 
all day Monday, December 18, 
and Tuesday, December 19. 


cil will meet beginning at 2: 
will continue 
The reports of 
the Committee will come on Tuesday after- 
noon. Many important problems will come 
up for discussion and it is hoped that we 
can work out a final decision and determine 
a specific course of action. 

M. 


KARL BOWMAN. 


THE PROGRAM OF THE 101ST ANNUAL MEETING 


In the “President’s Letter” published in 
the July issue of this JouRNAL, Dr. Bowman 
brings to our attention a number of impor- 
tant problems with which the Association is 
faced at the present moment and asks for 
the collaboration of the membership in sug- 
gesting plans for dealing with them. Some 
of these are of a type which calls for more 
or less immediate action. Others, however, 
require further study and investigation and 
tay well serve as subjects of discussion at 
the scientific sessions of the next meeting. 
The Program Committee, in its call for the 
contribution of papers for the meeting would 
like to reemphasize the desirability of giving 
serious consideration to some of these prob- 
lems. In some respects, the 1945 meeting 
stands out as rather unique in character. It 
will mark the beginning of a new century of 
organized scientific activity of our Associa- 
tion. It is not, however, only a chronological 
landmark. The events that have taken place 
within the last few years have had most pro- 
nounced effects upon society and the re- 
sults are just beginning to manifest them- 
selves. Profound changes are bonud to take 
place and these will have their impact upon 
our social, psychological, economic and polit- 
ical organizations. The psychiatrist, in order 
to be prepared to meet personality reactions 
to all these changes, must investigate them 
and bring them up for discussion so as to be 
able to deal with them in an intelligent and 
successful manner. Some of these problems 


are primarily related to recent developments. 
The rehabilitation of the returning war veter- 
workers, the 
rapidly growing incidence of personality mal- 


adjustments in the aged, psychiatric impli- 


ans, the readjustment of war 


cations in problems of industrial relation- 
ships, juvenile delinquency, all must receive 
our attention. In addition to these problems 
there are others which have occupied our 
attention on previous occasions but must 
now be reconsidered in view of recent de- 
velopments. Such are the problems of psy- 
chiatric education in medicine, psychiatric 
nursing, administrative psychiatry and vari- 
ous therapeutic procedures. Some of these 
are now being studied throughout the coun- 
try and reports on the results of such in- 
vestigations would be highly desirable. 
Others may still be in the process of planning 
and may well be used as subjects for round- 
table discussions. Obviously, the subjects 
mentioned above should serve merely as 
leads and the Program Committee will be 
glad to consider contributions on other in- 
vestigations that will be presented to them. 

In mid-December the Program Committee 
will meet to decide on the basic formulation 
of the program. Due to technical considera- 
tions, it is very important that we have at 
least a large proportion of the contributions 
in our hands at that time. It is, therefore, 
earnestly requested that any one who wishes 
to present a paper at the next meeting should 
communicate either with the Chairman or 
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any one of the members of the Program 
Committee sometime before the 15th of 
December. It is not necessary to have a 
complete paper or even conclusions at that 
time. All we need is a title and an abstract 
of about one typewritten page stating the 
nature of the problem, the type of material 
and the preliminary indications of the prob- 
able results. This would enable us to eval- 
tate the place of such a paper on the program 
and its relative importance. After the paper 
has been accepted and placed on the pro- 
gram, an abstract of not more than 50 words 
for publication in the program should be 
sent in sometime before the end of February. 
All papers accepted become the property of 
the Association. The editor of THE AMERI- 
CAN JOURNAL OF PsyCHIATRY has authority 
to accept or reject papers for publication in 
the JourNAL. If publication elsewhere is 
desired, permission must be secured from the 
editor. It is, of course, taken for granted 
that the papers offered to the committee have 
not been presented or published before. 

The assurance of a well balanced and 
organized program depends to a large extent 
upon its content, but in order to plan and 
execute such a program smoothly, it is im- 
portant to have the technical aspects of it 
attended to as uniformly as possible and 


the committee would urge prospective con- 
tributors to help out by following the above 
suggestions. The Committee feels very 
strongly that the membership of the Associa- 
tion should be adequately represented on the 
program. Different parts of the country and 
different specialized interests within the As- 
sociation may have problems that are unique 
to them and unless we have proper repre- 
sentation we shall not be able to see the over- 
all picture as satisfactorily as it is desired. 
The committee has followed the policy of 
formulating the program on the basis of con- 
tributions offered by the members. Proper 
representation can, therefore, only be ob- 
tained if various sections come forward with 
their contributions in time to be placed on 
the program. The membership of the Com- 
mittee is composed of representatives from 
different parts of the country and also dif- 
ferent sections of specialties within the As- 
sociation. Each one of us will be glad to 
receive communications from those who de- 
sire to contribute papers for consideration 
and would urge them to do so as soon as 
possible. 
Mactamup, M. D., Chairman, 
Committee on Program. 


GUSTAV ASCHAFFENBURG 


To the world of psychiatry and crimin- 
ology the name Aschaffenburg is of high 
significance and the possessor of that name 
was one of the internationally great. Gustav 
Aschaffenburg could not thrive in the pesti- 
lential air of Nazi Germany ; therefore sacri- 
ficing all but the right to live decently under 
decent living conditions, he forsook his na- 
tive land and came to America, and this 
country was the richer for his coming. By 
making him an honorary member, The 
American Psychiatric Association enhanced 
its own dignity and authority. 

Let any professional man who has reached 
the age of retirement, whose roots are deep 
in the soil of home, who lives and works in 
comfort surrounded by his books and the 
working tools of his profession, whose daily 
walk and being are in the midst of familiar 
things and long-time friends—let any such 
contemplate with equanimity if he can, the 
giving up of all these to start a new life in a 


10 


new world. A frailer spirit might have 
broken under much less serious dislocation. 
For Aschaffenburg America was another ad- 
venture and here he was quickly at home and 
at work. 

He was a welcome and familiar figure at 
the annual meetings of the Association and 
for those especially who had earlier formed 
the habit of consulting the first encyclopedia 
of psychiatry, the great Aschaffenburg 
Handbuch, it was a rare pleasure to see some- 
thing of him there, perchance to converse 
with him. 

From him who has given much, much 
is still expected, and many more contribu- 
tions from his pen might have been antici- 
pated. Dr. Kanner in his fine tribute, pub- 
lished elsewhere in this issue, has spoken of 
some of these. The Journat echoes Dr. 
Kanner’s expression of appreciation and 
gratefulness for the long and productive life 
of a great psychiatrist. 
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NEWS AND NOTES 


PENNSYLVANIA PsyCHIATRIC SOCIETY.— 
The sixth annual dinner meeting of the So- 
ciety was held at the University Club, Pitts- 
burgh, September 21, 1944. Ralph L. Hill, 
M. D., president, superintendent of the Wer- 
nersville State Hospital, presided. 

James M. Henninger, Commander (M.C.) 
U.S.N.R., Pittsburgh, spoke on “Navy 
Psychiatry, with Particular Reference to the 
South Pacific.” Baldwin L. Keyes, Lieuten- 
ant Colonel, M. C., U. S. A., Philadelphia, 
spoke on “Psychiatry in the Middle East.” 

Officers were elected as follows: 

George W. Smeltz, M.D., 
dent. 

Kenneth E. Appel, M.D., Philadelphia—Presi- 
dent-Elect. 

LeRoy M. A. Maeder, 
Secretary-Treasurer. 

Councillors: Frederick H. Allen, M.D., Phila- 
delphia; Roy W. Goshorn, M.D., Hollidaysburg ; 
Ralph L. Hill, M.D., Wernersville; Harry M. 
Little, M. D., Pittsburgh. 

Auditor: Harry F. Hoffman, M.D., Allentown. 

Secretary’s address: Chancellor Hall, 206 South 
13th Street, Philadelphia 7, Pennsylvania. 


Pittsburgh—Presi- 


M. D., 


Philadelphia— 


JouRNAL OF CLINICAL PsycHoOLOGy.— 
Publication of this new journal is announced 
by the editor, Dr. Frederick C. Thorne, to 
begin in January 1945. 

The editor states that this publication will 
be “‘a scientifically oriented professional jour- 
nal limited exclusively to reports of original 
research and authoritative theoretical articles. 
It is hoped that the new journal will provide 
leadership in working for a more formal 
organization and delineation of the field of 
clinical psychology. One of the objectives 
will be the improvement of interprofes- 
sional relations between psychology and 
psychiatry.” 

The journal will appear quarterly, about 
400 pages per volume. Subscription will be 
$4.00. Editorial office: University of Ver- 
mont Medical College, Burlington, Vermont. 


P1 LAMBDA THETA RESEARCH AWARDS.-— 
Again this year Pi Lambda Theta, the Na- 
tional Education Association for Women, 
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announces two awards of $400 each, to be 
granted on or before August 15, 1945, for 
significant research studies on any aspect of 
the professional problems of women. 

A study may be submitted by any indi- 
vidual, whether or not engaged in educa- 
tional work, or by any chapter or group of 
members of Pi Lambda Theta. Three copies 
of the final report of the completed research 
study shall be submitted to the Committee on 
Studies and Awards by July 1, 1945. Infor- 
mation concerning the awards and the form 
in which the final report shall be prepared 
will be furnished upon request. 

All inquiries should be addressed to May 
\. Seagoe, University of California at Los 
Angeles, Los Angeles, California, Chairman 
of the Committee on Studies and Awards. 


JUVENILE DELINQUENCY.—According to 
a report from the Children’s Bureau of the 
United States Department of Labor, juvenile 
delinquency during 1943 increased by 31 per- 
cent over the figure for 1942. The finding 
is based upon the records of 145 courts in 
various parts of the country cooperating with 
the Children’s Bureau in an annual review 
of juvenile court cases. The count in 1943 
showed about 94,000 cases disposed of by 
these courts, as compared with 72,000 in 
1942. In four counties in which large cities 
are situated, the number of cases was more 
than doubled, and increases of 50 per cent 
or more were not uncommon in other courts. 
Records of 29 courts showed a decrease and 
in five no change was registered. Boys’ cases 
represent more than four-fifths of the total. 

It is pointed out that court records are 
only one index of juvenile delinquency and 
that many other factors must be taken into 
consideration. These include the adminis- 
trative practices of the courts in different 
localities, changes in procedure, varying rela- 
tionships between the courts and other agen- 
cies dealing with youth. Moreover because 
of the current interest in juvenile delin- 
quency, undoubtedly many boys and girls 
were referred to law-enforcement agencies 
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and juvenile courts in 1943 whose delinquent 
behavior in other years might have been 
ignored or dealt with through some other 
agency. 


Dr. Victor H. VoGEL PsyCHIATRIC 
CONSULTANT IN VOCATIONAL REHABILITA- 
TION.—The appointment of Dr. Victor H. 
Vogel as consultant in psychiatry has been 
announced by Michael J. Shortley, Director, 
Office of Vocational Rehabilitation, Federal 
Security Agency. 

As a member of the staff of the physical 
restoration section of the Federal office, Dr. 
Vogel’s activities as consultant in psychiatry 
will include the organization of programs for 
the rehabilitation of persons with psychiatric 
disabilities, and mental hygiene programs for 
all handicapped persons who are clients of 
state rehabilitation agencies. The Federal- 
state grant-in-aid program for the voca- 
tional rehabilitation of civilian disabled per- 
sons provides for the inclusion of psychiatric 
diagnosis and treatment and Dr. Vogel’s 
consultative services will be available to vo- 
cational rehabilitation agencies and agencies 
for the blind in all states, the District of 
Columbia, Puerto Rico, and Hawaii. 

Dr. Vogel had previously served (1940-42) 
as assistant chief, mental hygiene division, 
and mental hygiene consultant to the states, 
U. S. Public Health Service. 


Positions AVAILABLE AT ST. ELIZABETHS 
Hospitat.—The Civil Service Commission 
has announced a new examination for rotat- 
ing interneship and psychiatric resident posi- 
tions at St. Elizabeths Hospital, the Federal 
institution for the treatment of mental 
disorders, in Washington, D. C. The posi- 
tions pay $2,433 a year, including overtime 
pay. 

The interneship consists of g months of 
rotating service including medicine, surgery, 
pediatrics (affiliation), obstetrics (affilia- 
tion), and as conditions permit, psychiatry 
and laboratory. Applicants must be third- 
or fourth-year students in an approved medi- 
cal school. 

Psychiatric resident positions consist of 
9 months in psychiatry. Applicants must 
have completed successfully their fourth 
year in a medical school and must have the 


degree of B. M. or M. D. In addition they 
must have completed an accredited rotating 
interneship of at least 9 months or be serving 
such interneship at the time of making ap- 
plication. Persons who attain eligibility but 
who are still serving their interneship may 
have their names submitted for appointment 
but they cannot enter on duty until they 
have completed their interneship. 

There are no age limits for this examina- 
tion and no written test will be given. Ap- 
plications will be accepted until the needs 
of the service have been met. Application 
forms may be secured at first- and second- 
class post offices, from the Commission’s 
regional offices, or direct from the UV. S. 
civil Service Commission, Washington 25, 

Appointments to Federal positions are 
made in accordance with War Manpower 
Commission policies and employment stabli- 
zation programs. 


MICHIGAN SOCIETY OF NEUROLOGY AND 
Psycuiatry.—The first regular meeting of 
the 1944-1945 program of the Michigan So- 
ciety of Neurology and Psychiatry was held 
in Detroit on September 28. Dr. George H. 
Preston, Commissioner of Mental Hygiene 
for the State of Maryland, addressed the 
Society on the subject “Psychiatry and De- 
mobilization.” 


SALMON LEcTURES 1944.—As previously 
announced in this JOURNAL, Brigadier Gen- 
eral J. R. Rees, Consultant Psychiatrist to 
the British Army, will deliver the Salmon 
Lectures for 1944 at the Academy of Medi- 
cine, 2 East ro3rd Street, in New York on 
Monday, Tuesday and Wednesday evenings 
—November 20, 21 and 22 at 8: 30 P. M. 

The subject of Brigadier Rees’ first lec- 
ture on the night of November 2oth will be 
“The Frontiers Extend” in which he will 
outline the new psychiatric responsibilities 
imposed by the conditions of war, including 
achievements in personnel selection and 
trends in social psychiatry. 

The subject of the second lecture will be 
“Opportunities Emerge.” The speaker will 
discuss the contributions of war psychiatry 
to the women’s services, to adult education 
and to re-socialization of the disabled. 
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In his third lecture, “The Way Ahead,” 
Brigadier Rees will survey both the old and 
new responsibilities of psychiatry, indicat- 
ing that individual breakdown is perhaps less 
important than group breakdown, and that 
many of the experiences of war-time can 
assist in solving the mental health problems 
of communities and nations. 

Following the lectures in New York, Brig- 
adier Rees will present condensations of 
the three Salmon Lectures in New Orleans, 
San ‘Antonio, Houston, Los Angeles, Boston 
and Montreal, according to an itinerary an- 
nounced by Dr. C. C. Burlingame, Chair- 
man of the Salmon Committee on Psychiatry 
and Mental Hygiene. 


Epucation.—“The heart of the problem 
of a general education is the continuance of 
the liberal and humane tradition. Neither 
the mere acquisition of information nor the 
development of special skills and talents can 
give the broad basis of understanding which 
is essential if our civilization is to be pre- 
served. No one wishes to disparage the 
importance of being ‘well informed.’ But 
even a good grounding in mathematics and 
the physical and biological sciences, com- 
bined with an ability to read and write 
several foreign languages, does not provide 
a sufficient educational background for citi- 
zens of a free nation. For such a program 
lacks contact with both man’s emotional 
experience as an individual and his prac- 
tical experience as a gregarious animal. It 
includes little of what was once known as 
‘the wisdom of the ages,’ and might nowa- 
days be described as ‘our cultural pattern.’ 
It includes no history, no art, no literature, 
no philosophy. Unless the educational proc- 
ess includes.at each level of maturity some 
continuing contact with those fields in which 
value judgments are of prime importance, 
it must fall far short of the ideal. The stu- 
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dent in high school, in college and in gradu- 
ate school must be concerned, in part at 
least, with the words ‘right’ and ‘wrong’ 
in both the ethical and the mathematical 
sense. Unless he feels the import of those 
general ideas and aspirations which have 
been a deep moving force in the lives of 
men, he runs the risk of partial blindness. 

“There is nothing new in such educational 
goals; what is new in this century in the 
United States is their application to a sys- 
tem of education.” —PRESIDENT 
James Bryant Conant of Harvard Uni- 
versity. 


universal 


LASKAR AWARD IN MENTAL HyGIENE.— 
Dr. George S. Stevenson, medical director 
of the National Committee for Mental Hy- 
giene, has announced the establishment by 
the Albert and Mary Laskar Foundation, 
Inc., of an annual grant of $1,000, to be 
known as the Laskar Award, for outstanding 
service in the field of mental hygiene. The 
award will be made each year through the 
National Committee for Mental Hygiene. 

Dr. Britt Honorep.—A dinner was given 
in honor of Dr. A. A. Brill on the occasion 
of his seventieth birthday on October 12, at 
the Hotel Waldorf-Astoria in New York 
City. About three hundred persons attended. 
The speakers were: Dr. Louis Casamajor, 
Toastmaster; Dr. C. P. Oberndorf, Dr. 
Leonard Blumgart, Dr. Leo H. Bartemeier, 
Dr. Harry Woodburn Chase and Dr. Brill. 

Announcement was made that a fund in 
honor of Dr. Brill had been raised, then 
amounting to approximately six thousand 
dollars, with which he intends to endow a 
library. It was also announced that the li- 
brary in the new building of the New York 
Psychoanalytic Institute will be named in 
honor of Dr. Brill. 
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BOOK REVIEWS 


REHABILITATION OF THE WAR InJyuRED. A SymM- 
posiuM. Edited by William Brown Doherty, 
M.D., and Dagobert D. Runes, Ph.D. (New 
York: Philosophical Library, 1943.) 


This book is a collection of articles by different 
authors. These papers are divided into several 
groups, namely, (1) Neurology and Psychiatry, 
(2) Reconstructive and Plastic Surgery, (3) Or- 
thopedics, (4) Physiotherapy, (5) Occupational 
Therapy and Vocational Guidance, (6) Legal 
Aspects of Rehabilitation, (7) Miscellaneous. 

Some of the articles have appeared previously 
in journals; others have been written on request 
especially for publication in this volume. This 
type of compilation usually has the weaknesses of 
lack of complete integration and repetitiveness and 
these faults are not completely missing in the 
present volume. 

Reference to the table of contents indicates 
clearly that the orientation of the editors was 
toward a consideration of the rehabilitation of 
physical injuries. The ‘book should be considered 
from this viewpoint. It is not and does not pre- 
tend to be written primarily for the psychiatrist or 
deal primarily with the problems of psychiatry. 
Perhaps it is a mistake for a psychiatrist to at- 
tempt to review it. Indeed, the psychiatrist may 
be too sensitive about the lack of psychiatric 
verbiage and formulations. One excuse for a re- 
view from the psychiatrist’s standpoint may be that 
the first 136 pages are put together under the 
heading of “Neurology and Psychiatry,” and pre- 
sumably this is the portion of the book that should 
be considered in a review in THE AMERICAN 
JourNAL or Psycutatry. A: perusal of this sec- 
tion, however, shows that the consideration is 
turned toward the treatment of injuries—“The 
Sequelae of War Head Injuries” by D. Denny- 
Brown; “Rehabilitation of Head Injuries” by 
Wylie McKissock; “Rehabilitation After Head 
Injuries” by Hugh Cairns; “Rehabilitation After 
Injuries to the Central Nervous System”—a 
symposium. 

These papers do give a good review of the non- 
surgical problems of head injuries, and of neces- 
sity take up a consideration of the psychoneurotic 
manifestation vs. the results of organic injury in 
head trauma. 

The first paper by Denny-Brown, by far the 
longest of the group, summarizes the present point 
of view about head injuries very well. The diffi- 
culties of making differentiations between the psy- 
chological and the organically destructive lesions 
are thoroughly discussed. What is known and what 
is not known are given in orderly fashion. The 
other articles dealing with this subject are, on the 
whole, somewhat repetitive. 

There is a good account of the speech disorders 
and their treatment by Stanley Cobb which, in 
addition to a discussion of the physiology and 


pathology of the speech mechanism, presents con- 
cisely his point of view about stammering. “Psycho- 
logical Reaction to Injury” is discussed by Minski 
and “Malingering” by Norris. These papers are 
short, simple and to the point and probably are of 
more value to the non-psychiatrists than to the 
psychiatrist. 

What is of some interest in the reading of the 
book is the evidence that our surgical brethren are 
not unaware of the factor of emotion in relation to 
the final rehabilitation of the physically injured 
individual. Throughout, both in the chapters deal- 
ing with the subject of physiotherapy and occupa- 
tional therapy, as well as in the chapters devoted 
more definitely to surgery and orthopedics, one 
finds this theme played upon, or at least implied. 
From the ivory tower of the psychiatrist perhaps 
the theme is not very well developed, but at least 
there is the merit that the non-psychiatrist calls 
attention to the importance of psychic factors in 
all patients irrespective of their form of injury. 
There is also in a number of the articles some- 
thing of an evangelical drive toward a better social 
order into which the disabled veteran may fit, as 
specially evidenced in the article by Rutherford T. 
Johnstone on “Industrial Participation in the Re- 
habilitation of the War Wounded,” and the one by 
Lennox and Cobb entitled “Employment of Epi- 
leptics,” which is a plea for a greater chance for 
those so afflicted. 

Harry C. Soromon, M. D., 
Boston Psychopathic Hospital, 
Boston, Mass. 


Tue Psycuiatric Novets oF OLiveR WENDELL 
Hotmes. Abridgment, introduction and anno- 
tations by Clarence P. Oberndorf, M.D. 
(New York: Columbia University Press, 
1943.) 


In this interesting volume, which Dr. Oberndorf 
suggests may be used in introducing the student 
to psychiatry, we are presented with abridgments 
of Oliver Wendell Holmes’ three “medicated 
novels,” Elsie Venner, The Guardian Angel, and 
The Mortal Antipathy. To the abridged texts Dr. 
Oberndorf has added extensive notes of commen- 
tary upon the psychiatric and psychological prob- 
lems developed in these novels. The abridgments 
represent about one-tenth of the original writings, 
and in thus decimating these texts the editor has 
used a license which might be quite shocking to 
pure literary minds. He has telescoped sentences, 
omitted adjectives and even middle names, and, in 
short, taken complete liberty with the text. That 
Holmes’ style is destroyed in the process one need 
not be told. But Dr. Oberndorf’s purpose was to 
exhibit Holmes the psychiatrist and psychologist, 
not Holmes the writer, and this he has done. His 
task of clipping and compressing these texts to 


417 


| 
} 


418 BOOK REVIEWS 


present briefly the essential psychological material 
was not an easy one; it was much more difficult 
than presenting “pure text.” The preface, how- 
ever, should, I think, indicate more clearly the 
methods he is following in his editing. 

While Dr. Oberndorf’s annotation is always inter- 
esting, the literary student will, to be sure, find his 
comment more illuminating in some places than in 
others. The psychiatric editor who will attempt to 
treat that splendid heroine, Elsie Venner, as a 
neurotic personality with counterparts in the neuro- 
logical wards of 1944, is bound to meet with em- 
barrassment. To begin with, the exciting cause of 
her emotional disturbance is not of the variety 
which sends most of us off the track: Elsie is 
warped into obliquity by the venom of a snake- 
bite received by her mother some time before her 
birth. The snake-bite might, to be sure, be inter- 
preted symbologically to represent fate or phobia, 
but the fact that the good Dr. Holmes kept a 
rattlesnake in his laboratory at Harvard Medical 
School while he was dallying with this novel does 
not encourage us to go beyond literal interpreta- 
tion. The effects produced in Elsie are as far 
from the reach of the psychiatrist as is the super- 
natural cause of her disturbance. The afflicted Elsie 
does not develop into a simple neurotic personality. 
In her maturing person we see two types of char- 
acters, both omnipresent in  nineteenth-century 
literature. First we recognize in this splendid 
“scowling beauty,” who momently haunts the soli- 
tudes of The Mountain and at other times exer- 
cises her bejewelled body in strange Moorish 
dances that leave her exhausted on leopard skins— 
in this Elsie we see nothing other than a conven- 
tional romantic heroine, a feminine version of 
Byron, with her own particular sardonic traits, 
melancholy, mysterious, tantalizing, and very be- 
witching really. That is one part of the mature 
Elsie. The other Elsie is the vampire who with 
her diamond eyes, hypnotizes a class-room with 
her reading of Keats’ Lamia (!). Now this Elsie 
is another conventional figure out of nineteenth- 
century literature, the femme fatale, whose charac- 
teristics may be studied in Mario Praz’ The 
Romantic Agony. Now it is not because these two 
personalities of Elsie are stock that I am exclud- 
ing them from the psychiatrist’s province: it is 
because neither of these personalities is simply 
and beautifully neurotic. The romantic character 
she represents is normal romantic character, the 
most approved figure of the literature of the last 
hundred and fifty years, a character present in 
the “normal” fiction of the Brontés, Henry James, 
Hardy, and, most recently, Thomas Wolfe. Any- 
one who represents so nicely a common literary 
and social ideal as does Elsie Venner cannot be 
narrowly regarded as a neurotic individual. In- 
stead of being out of tune, she was following the 
most approved social behaviour of her age. The 
solitary conduct of this romantic girl cannot be 
thus annotated : 


“Often a solitariness of this type may be the 
only symptom manifested by a person suffering 
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from pathological introspection at the beginning 
of mental disorders of the schizoid group.” 


Solitude was not a symptom of a disease in the 
romantic period: it was conventional and normal, 
and the sick people of the time were those who 
weren't practising solitaires. The romantic Elsie 
is then not a diseased, maladjusted person: she will 
not accordingly descend to the level of these poor 
mentally-sick souls of Dr. Oberndorf’s clinics who 
follow her through the footnotes. The romantic 
Elsie for her very normality is above psychiatric 
footnoting: the other Elsie, the vampire with a 
supernatural power comparable to that of Geral- 
dine’s in Christabel, is beyond psychiatric con- 
sideration. Elsie just isn’t another “lady in the 
dark.” 

I think it is true for literary history that the 
fictional treatment of the rebellious, unsocial ro- 
mantic character prepared the way for the study 
of a type whose alienation from society was not 
magnificently heroic, but pathetic 
and sad—the modern neurotic character. Holmes 
would seem to illustrate the transition, for, using 
older romantic material in Elsie Venner (1858-9) 
he later in The Guardian Angel (1867) most inter- 
estingly studied a simple neurotic character de- 
veloped in a New England environment. Taste 
has continued to prefer Elsie Venner among these 
novels, but with Holmes’ standard biographer 
(Morse) and with Dr. Oberndorf I should agree 
in expressing preference for this later realistic 
study of a simple gingham heroine, in whose soul 
both Jung and Freud are warring. This novel 
significantly closest in time to Holmes’ 
most important psychological writing, Mechanism 
in Thought and Morals (1871). In The Guardian 
Angel Holmes, as Dr. Oberndorf has shown, is 
attempting, first, to deal with the conflict set up 
within a character as a result of the contradictory 
ancestral personalities who live on in her person 
(Jung’s “collective unconscious”). Myrtle Haz- 
ard’s visions in dream and semi-dream of her 
mixed inheritance are great moments in this novel, 
and indeed in literature. Less wonderfully but 
more fully and clearly, Holmes undertakes to show 
the influence of a restricted, Calvinistic New Eng- 
land environment in thwarting the personality of 
this orphan girl. The corrupting influence of a 
monstrous, unnatural religion is a subject to which 
both the novelist and this editor warm. Dr. Obern- 
dorf’s repeated indictment in his introduction of 
repressive New England atmosphere obviously 
does not apply to that well-to-do and elegant Vic- 
torian society in Elsie Venner which was learning 
to eat ice-cream and forgetting to say grace. But 
to the stern, cold, parsimonious society Myrtle 
Hazard is brought up in, where education con- 
sisted in breaking the will of the child, these re- 
marks are pleasantly appropriate. (In considering 


dramatic and 


comes 


the part of an unnatural religion in creating dis- 
turbed personality Holmes goes back to some of 
the earliest psychiatric material of our literature, 
that study of the causes and results of “enthusiasm” 
to be found in the work of Locke, Swift, and 
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others.) In Holmes’ story of Myrtle Hazard we 
see a thwarted girl running away from her envi- 
ronment, adopting masculine ways and dress as 
her natural feminine development is checked. We 
see her brought back to this environment, only to 
become hysterical. We see the wise hypnotic treat- 
ment of this girl by a doctor, the unwise resistance 
of the family to the doctor’s influence over her, 
and we see the vulgar intrusion of an amorous 
clergyman into her sick life. We see finally the 
recovery of the hysterical girl through love and 
marriage—a marriage to a young sculptor, who, 
like other poetic young men in this book, reflects 
the expansive, uninhibited Emersonian feeling of 
mid-nineteenth-century New England which Dr. 
Oberndorf overlooks in his sweeping condemnation 
of that period. The story of Myrtle Hazard is a 
controlled study of a normal neurotic character, 
and Dr. Oberndorf’s annotation, which in the case 
of Elsie Venner seems wayward and glancing, is 
for this later novel apt, just and illuminating. So 
it is for the last of these novels, The Morial An- 
tipathy, where Holmes is dealing with a real but 
somewhat less common psychiatric problem, the 
development in a young man of girl-phobia. 

In these later stories (as not in “Elsie Venner’), 
Holmes has written psychiatric novels. In these 
two strangely modern studies he has indeed created 
the genre of the psychiatric novel, which has two 
distinctive characteristics; first, the sick central 
personality, and secondly, the observing psychiatrist 
who is the benevolent detective in this new world 
of mystery. The psychiatric novel is having some 
vogue in our time, but there are certain things 
about the form, things present in these earliest 
models, which make it a secondary and inferior 
variety of the psychological novel. In the first 
place, in this type of novel our attention is drawn 
away from the central disturbed personality in the 
direction of the psychiatrist. In the last of Holmes’ 
novels, The Mortal Antipathy, interest centers pre- 
dominantly in the doctor. The psychiatric novel 
then tends away from the innerness and subjectivity 
which make the essence of the best psychological 
fiction. Moreover, the psychiatric novel, oddly 
enough, misses the tragic tone of greater psycho- 
logical fiction. The use of the physician and the 
whole transference of the subject to the medical 
world demand and receive happy endings. In both 
The Guardian Angel and The Mortal Antipathy 
the characters get over their neuroses and live 
happily ever after. (Elsie Venner ends tragically 
in the best romantic tradition.) Humour is im- 
plicit in the psychiatric novel. It is the oddest 
paradox, that when the cup of trouble begins to 
overflow, a certain cheeriness enters the picture 
which did not appear in less critical stages. This 
cheeriness surrounds war and medicine. The tragic 
world is just this side of medicine: and there the 
best psychological novel takes its stand. 

In this lesser form of the psychological novel, 
Holmes has worked successfully. The form was 
suited to his Boston temper, which was humane and 
objective, hopeful and good-spirited. For their 
quality, as well as for their unique place in fiction, 


these psychiatric novels are most worthy of the 
attention Dr. Oberndorf has inivited us to give 
them. 
KENNETH MacLean, Pu.D., 
Victoria College. University of Toronto. 


MANUAL DE Psiguratria. By E. Mira y Lopes. 
(Buenos Aires; El Ateneo, 1943.) 


One’s interest in Mira’s “Manual” is accentuated 
by the absence of a comparable handbook in Eng- 
lish. This Latin-American handbook of neuro- 
psychiatry is at once a textbook and a guide to the 
literature. It is closer to much source material, 
from which it frequently cites directly, than the 
conventional Anglo-American text, wherein the 
author first digests, then transmits, the source ideas. 
This “Manual” has the advantage of comparative 
lack of bias, further implemented by extensive 
references at the end of every chapter. 

Readers in the United States will find two seri- 
ous faults with the present edition. Physically the 
volume is heavy, cumbersome and poorly bound. 
Moreover, proof-reading has not been up to North 
American standards, and there are numerous errors, 
especially in the spelling of proper names. 

The book is provided with a separate section 
on neuropathology by Dr. Braulio Moyano; 86 
photographs, many of them microphotographs, il- 
lustrate this section. There are, also, appendices 
on electroencephalography by Dr. J. B. QOdoriz, 
Gesell’s maturation scale, the Wechsler-Bellevue 
adult intelligence test, the myokinetic psychodiag- 
nosis (Mira’s own invention), electroshock and 
psychosurgery. 

The main body of the text is divided into a gen- 
eral section of 275 pages and a special section of 
302 pages: the former includes general concepts, 
principles of psychopathology, discussion of eti- 
ology, etc.; the latter, descriptions of nosological 
entities, their diagnosis and treatment. There are 
numerous illustrations and tables throughout. 

Especially noteworthy are the discussion of con- 
stitutional types (in which the new classification 
of Sheldon and Stevens is introduced with illus- 
trations), the paragraphs on genetics, and the clas- 
sification of speech disorders. The inclusion of a 
section on the “hypertensive psychoses”—this con- 
tributed by Krapf who has popularized the con- 
cept—is particularly valuable to American readers, 
and will close a serious gap in our accepted system 
of classification. The range of the workers cited, 
many new to American psychiatrists, imparts a 
welcome international flavor to the book. 

Mira’s approach is frankly eclectic. However, 
his own hand is seen throughout the volume which 
he enriches with original contributions. 

The previous edition of this book has won for 
itself a place in the medical colleges of the Span- 
ish-speaking world. No doubt the present edition 
will extend its influence. 

One bright spot resulting from the tragic events 
of the past fifteen years has been the enrichment 
of the scientific life of our hemisphere with forcibly 
transplanted European scholars. To Mira in this 
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case we are indebted for bringing home to the 
American continent an outstanding example of a 
formerly European form. 
Joun L. Simon, M. D., 
Bellevue Hospital, 
New York, N. Y. 


Recent PROGRESS IN PsycHIAtry. Special Num- 
ber of the Journal of Mental Science, Vol. XC, 
No. 378, January 1944. (London: Adlard & 
Son Ltd., Bartholomew Press, 1944.) 


The American psychiatrist can well afford to 
take time to more than glance through the Janu- 
ary 1944 issue of the Journal of Mental Science. 
If he has kept abreast of the literature on psycho- 
pathology, then his interest could be easily cap- 
tured and sustained by the articles on biochemistry, 
anatomy, physiological psychology, electroencepha- 
lography, neuropathology, head injuries, clinical 
endocrinology and genetics. The editor stresses 
the importance of biochemistry and endocrinology, 
suggesting that papers on these subjects be re- 
quired for the Diploma in Psychological Medicine. 
This special issue of the Journal, 501 pages, pub- 
lished by authority of the Royal Medico-Psycho- 
logical Association, is devoted entirely to a review 
of the progress in psychiatry during the last five 
years. 

Dr. G. W. T. H. Fleming, managing editor of 
the Journal, writes the introduction and twenty- 
seven authors participate. Each article is well docu- 
mented with extensive bibliographies in several 
languages. This is the first British review of its 
kind in fifteen years and the Association now ex- 
pects to publish a similar review every five years. 
Apologies are made for not including more con- 
tinental journals because of the war, pointing out 
that in Italy alone there were sixteen journals 
devoted to psychiatry, whereas in Great Britain 
there are only three. American journals are ex- 
tensively quoted, especially experimental work and 
statistical case reports on results of various 
therapies. 

The issue as a whole reflects the practical con- 
servative British approach, keeping the subjects 
well within the framework of experimental medi- 
cine in general, but ever with an eye on therapeutic 
application. 

One should not allow himself to be prejudiced 
by the editor’s frank enthusiasm in favor of electric 
shock and prefrontal leucotomy both of which he 
states flatly “have come to stay.” Nevertheless, 
recent progress does justify the feeling that the 
times are ripe for a veritable renaissance in the 
field of psychiatry and mental hygiene. 

Because the issue is a long one, it is quite for- 
givable that the editor did not include more of 
the work on what Americans briefly refer to for 
want of a better term as “psychosomatics,” and 
the recent abbreviations and modifications in psy- 
chotherapy engaged in by psychiatrists and psycho- 
analysts in and out of the armed services under 
the heading of “brief psychotherapies.” 

One is inspired in reading the article on the 
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present and future of mental health services in 
England. The summary of the report of the Plan- 
ning Commission of the Royal Medico-Psychologi- 
cal Association is far-reaching in its scope. In 


brief, if the recommendations are carried out, men- | 


tal health services are to receive the same recog- 
nition as health services in general and both are 
to be administered by officials who shall have equal 
status in the areas. Higher 
specialized diplomas in psychological medicine are 
being considered. Early temporary treatment of 
all patients up to six months without legal certifi- 
cation is recommended upon the application of the 


various designated 


nearest relative supported by the medical certificate | 


of two physicians, one of whom must be recognized | 


as an expert by the Board ot Control. 
The Journal of Mental Science is to be congratu- 
lated on publishing this review. 


ENCEPHALITIS, A CLINICAL Stupy. 
B. Heal, and Collaborators. 
Grune & Stratton, 1941.) 


By Josephine 
(New York: 


A product of intensive investigation under the 
auspices of the Matheson Commission for Encepha- 
litis Research established in 1927, this volume pre- 
sents, in readily accessible form, the status of the 
difficult subject of encephalitis from such varied 
aspects as to render it valuable to the neuropsy- 
chiatrist, psychologist, neurosurgeon, pathologist, 
pediatrician and clinician. 

Whereas epidemiology, etiology and treatment 


are set down as the prime goals of the investiga- 


tion, by far the major portion of the text consists | 


of a cumulative analysis and review of the most 
recent pathological, therapeutic and clinical findings. 

The brevity of the epidemiologic and etiologic 
considerations reflects the large number of long- 
standing unanswered questions in these spheres and 
the need for more intensive study on the experi- 
mental level. The investigation has simply served 
to open the way for the vast amount of work yet to 
be done before temporary hypotheses are replaced 
by a more definite understanding. 

However, the clear exposition of all of the clini- 
cal aspects of epidemic encephalitis, as well as its 
many differential diagnoses, is a reliable and read- 
able composite of the information available on this 
subject to date. 

Furthermore, the comprehensive consideration of 
just what can be done for every phase of the dis- 
ease should serve to clarify somewhat a very un- 
settled subject. More specifically, results achieved 
in the case of a vaccine consisting of formalized 
herpes virus are encouraging in the direction of a 
somewhat more specific therapeutic agent than 
has been heretofore considered, for use in all stages 
of the disease. 

Related and significant phases of the subject are 
skillfully treated by the author’s collaborators. 

HERMAN Betmont, M.D., 


Institute of Pennsylvania Hospital, 
Philadelphia, Pa. 
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Tue Famiry ANp Democratic Society. By 
Joseph Kirk Folsom. (New York: John Wiley 
and Sons, Inc. 1943.) 


The author states in his preface that this volume 
was at first intended to be a revision of his previous 
work “The Family: Its Sociology and Social 
Psychiatry” published in 1934. But a consideration 
of the upheaval through which this world has 
passed since that time, has led to the emergence 
of a new treatise. He feels that the anthropologist 
or sociologist is peculiarly well fitted to discuss not 
only the arbitrary goals set by man’s various cul- 
tures, but also to represent the universal needs and 
interests of mankind. Configurationist anthro- 
pology, psychosomatic medicine and psychoanalytic 
anthropology, all have encouraged the author in 
this bolder attitude. The present volume has as its 
“climax” the study of changes needed on the 
societal cultural level. 

In working towards this “climax” the author 
starts with a discussion of the family. There is a 
survey of world family patterns, families in the 
great civilizations, the family in America, social 
changes affecting the family, the trends of family 
change and a consideration of the family in the 
evolution of democracy. In a general way in this 
portion of the text, the author attempts to present 
facts in an impartial manner relative to the early 
and modern development of the family in world 
society and then in our own country. 

He then advances to the influence of social and 
technological changes on the development of the 
family and the interrelationships of the family and 
democratic processes and ideologies. The state- 
ment is then made that this book advocates a 
democratic family and population policy. 

In this connection the author states “the essence 
of true democracy is that the pattern of the indi- 
vidual life experience, based upon this individual’s 
pattern of wishes has become the chief center of 
human striving, in place of patterns of group life, 
interaction, as culture. .... J A society then is a 
sum total of many unique individuals, not an or- 
ganic group serving a common purpose, unless it 
is this purpose of individual liberty. .... 

It is the feeling of this author that the key prob- 
lems of democracy are, (1) psychological con- 
flict from choice making, and, (2) population de- 
cline. He therefore feels that democracy must 
(1) educate people to make choices, and, (2) 
demonstrate that democracy itself makes for the 
greatest happiness of the kind we value; and if 
we achieve this democracy and happiness we shall 
want to perpetuate our own flesh and blood to live 
and enjoy it after we are gone. 

If we believe in democracy we shall seek to pro- 
mote freedom in and through the family and to 
help build young personalities which will not 
sabotage democracy in the larger world through 
their frustrations and pent-up hostilities. This is 
the real significance of the family in modern society. 

The author devotes the major part of the book to 
develop this thesis. There is a chapter on some of 
the concepts of the development of individual per- 


sonality. This is followed by a discussion of the 
influence of the family relationship upon person- 
ality. In this development the paramount impor- 
tance of satisfactory parental emotional adjustment 
on the emotional attitudes of children is stressed 
in a chapter on love as experience and relationship. 

Marriage is considered from the point of view of 
the influence of the individual upon marriage and 
personality interactions in marriage. Two chapters 
are devoted to demographic material on marriage 
and divorce. The closing chapters are devoted to 
a re-examination of the “basic structure and as- 
sumptions of our present household economy.” 
The concluding chapter is entitled “Unsolved Prob- 
lems” and indicates that they are two, 1.¢., the 
problem of adult love and the problem of adult 
personality development. 

This book is consistent in its theme throughout. 
From the standpoint of the neuropsychiatrist, it 
is of interest in stressing the importance of an ade- 
quate development of the individual in all social 
interrelationships in a practical Democracy. It is 
recommended to ‘all interested in the social sciences. 

SiwneEy Ruoin, M. D., 
Bellevue Hospital, 
New York, N. Y. 


Twenty-NiIntH ANNUAL REPORT OF THE MUNICI- 
PAL CourT OF PHILADELPHIA FOR THE YEAR 
1942. (Philadelphia: Municipal Court, 1943.) 

The twenty-ninth annual report of the Municipal 

Court of Philadelphia is a 500 page volume which 

at first glance appears to consist mostly of statis- 

tics, of interest particularly to students of the so- 
cial problems related to delinquency and crime. 

Closer examination reveals, however, that it also 

contains a good deal of instructive material. The 

scope, organization and methods of the Court are 
worthy of note. Provision is made for coping with 
much of the human frailty and technical difficulty 
that hamper the socially-minded in the field of 
crime and delinquency, and for extending to family 
problems and older offenders the preventive and 
constructive policies characteristic of juvenile courts. 

Because of the public attention juvenile delin- 
quency is at present receiving, the introductory 
summary by Charles L. Brown, the presiding 

judge, is of especial interest and value. It is a 

comprehensive, objective, sane view of the war- 

time problems which face the Court and people 
of Philadelphia, indicating what is being done and 
suggesting what remains to be done. The Judge 
says there is not the “alarming” increase in de- 
linquency that has been publicized in some quarters. 

He states, “We find that juvenile delinquency in 

Philadelphia, while showing a definite increase, has 

not got out of hand.” He recognizes that the sitwa- 

tion is serious and one “bound to engage grave 
consideration”; but contends that we must expect 
and be prepared to face such difficulties as a part 
of the war situation. That we should resort to 
constructive activity rather than to panic is the 
gist of his argument. He sees no good purpose in 
constantly dinning into the ears of youngsters ex- 
aggerated reports of misconduct on the part of 
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their generation, and feels that harm may be done 
to sensitive and impressionable adolescent minds 
by oft-repeated tales of improper doings. He 
stresses the breakdown of home influences as a 
vital factor in the problem and cites some counter 
measures, such as increase in allowances and day 
care, that have been instituted. He ends on a note 
of optimism, says the Court is organized to do a 
good job and evidently feels that when the authori- 
ties and community are alert to the need and pre- 
pared to meet it, conditions are not so bad. 

The reports of the various divisions of the Court, 
juvenile, domestic relations, misdemeanants’, etc., 
have their own interests. The juvenile division 
appears to be the most important, and occupies 
about one third of the volume. The report of the 
medical department is relatively short; but each 
division, as well as the presiding judge and the 
chief probation officer, stresses the importance of 
the medical and psychiatric work. The medical 
director gives a brief historical summary of the 
Court. He says that William Penn brought with 
him to his new settlement a number of leading 
physicrans and depended on them to advise and 
assist him in his problems. He credits Penn’s own 
experience with injustice, his work in defending 
and helping others and the advisers he chose, with 
laying the foundations of a wise and humanitarian 
government and court procedure. He says, “Phila- 
delphia is rich in inspiring traditions and these 
deeply rooted influences from the past have exerted 
a peculiarly beneficial effect upon the amenities of 
our court procedures and upon our medical ideals 
and viewpoints.” 

Reading between the lines, one lesson of the re- 
port is the diversive value and importance of medi- 
cal and psychiatric work when it is applied in a 
very practical way and when the set-up is favor- 
able, with a minimum of technicalities, a progres- 
sive-minded personnel and a general spirit which 
is sympathetic. 

GreorcE W. ANnperson, M. D., 
Juvenile Court, 
Toronto, Canada. 


Tue Ricuts or Inrants. By Margaret A. Ribble. 
(New York: Columbia University Press, 1943.) 


“The Rights of Infants” is not only a stimulat- 
ing work based on careful and conscientious obser- 
vation and study of a large and well selected group 
of patients, both infants and adults, but it is also 
a courageous book. It challenges the idea that 
scientific manuals and well calculated formulas 
dealing with the general hygiene and the nutritional 
aspect of nursing care, desirable as they may be, 
satisfy completely the emotional needs of an infant. 
The main purpose of the underlying research 
project was threefold: first, to gain some knowl- 
edge about the psychological needs of the newborn 
and to find out how the satisfaction of these needs 
may promote emotional growth and lay the founda- 
tion for a satisfactory adjustment to life. The 
second goal was to clarify the question whether 
some babies were born with tendencies toward a 
poor nervous organization and how these tendencies 
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were influenced by the right or wrong parental 
attitude. The third point of the study is the influ- 
ence of the parental attitude on the emotional 
development of the infant. 

The main theme of this volume, which is carried 
through all chapters, emphasizes the great role 
which “mothering” plays in the early life of an 
infant. It is the intimate contact with the mother, 
or mother substitute, which imitates the physical 
closeness of the prenatal state. Mothering includes 
a complex variety of small acts, (such as fondling, 
singing to the baby, carrying and rocking it), 
through which an emotionally healthy mother may 
prove her genuine love for her child. These con- 
stant evidences of tender feeling, which are attuned 
to the individual needs of the infant stimulate his 
emotional development and help the young child 
to gain a feeling of security. Well selected cases 
illustrate conclusively the significance of the 
author’s postulates. It is pointed out that the child 
has three hungers: the craving for food, the desire 
to feel and oxygen hunger. In a well integrated 
way, the interactions of the physiological and emo- 
tional needs of the infant are discussed and elabo- 
rated. The relationship between unsatisfied emo- 
tional hunger and the development of thumb suck- 
ing, auto-erotic activities, feeding problems, and 


lificulties is thoroughly discussed. 


speech ( 

The term, “stimulus hunger” is used in contrast 
to food hunger, and refers to the “unborn need 
preceding the true emotional longing for the 
mother.” Special chapters are devoted to the pre- 
mental period, the emotional development and to 
the fact that babies should not be thwarted. 

In the last chapter but one, the rdle of the father 
finds recognition. Though his roéle is an indirect 
one, it is of extreme importance to the feeling of 
security of both mother and child, and can best be 
described as “the power behind the throne.” 

The book reads very well and it will be helpful 
to everybody concerned with the upbringing of a 
mentally healthy and happy generation. 

Trupe Tietze, M.D., 
Johns Hopkins Hospital, 
Baltimore, Md. 


SERVICES TO THE ORTHOPEDICALLY HANDICAPPED. 
By Louis P. Hoyer and Charles K. Hay. 
(Philadelphia: Walther Printing House, 
1942.) 


This small book presents, unencumbered by con- 
fusing statistics and vague alternatives, the basic 
conclusions of an extensive study, sponsored by 
the Widener School in order to plan a complete 
program for the orthopedically handicapped in 
Philadelphia. 

With a minimum of theory and an emphasis on 
specific practical principles, the subject is discussed 
with a realistic consideration not only of the ad- 
ministrative problems involved in locating, educat- 
ing and ultimately rendering these individuals as 
nearly self-sufficient as possible, but also of the 
special requirements peculiar to the successful edu- 
cation of the orthopedically handicapped. 
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The psychiatric implications of the problems are 
mentioned only briefly. However, it should be of 
practical value to educators, social workers, physio- 
therapists and psychologists since all of these 
aspects of the problem are considered. 

HERMAN BeEtmont, M.D., 
Institute of the Pennsylvania Hospital, 
Philadelphia, Pa. 


BLoop SupPLY OF THE VISUAL PATHWAY. By 
Calvin M. Kershner, M.D. (Boston: Meador 
Publishing Co., 1943.) 


This is a monograph of 160 pages which gathers 
in one place the essential facts concerning the 
anatomy of the blood supply of the visual pathway. 
The author divides his consideration of the blood 
supply into two main groups. First, the general 
scheme, in which he discusses the gross anatomical 
distribution of arteries and veins in relation to the 
visual structures from retina to occipital cortex. 
Then, in the second part, he details the arterial 
supply and venous drainage. 

The author makes clear the anatomical reason 
for the bright red appearance of the fovea (the 
cherry red spot at the macula), in cases of closure 
of the central arteries of the retina. His discussion 
of the blood supply of the lateral geniculate body 
is particularly good, indicating the production of 
quadrantopsias from a lateral or medical involve- 
ment of the body, but that macular vision is pre- 
served because of the double blood supply of that 
portion of the lateral geniculate body which re- 
ceives the macular fibers. He gives the anatomical 
explanation for preservation of macular vision in 
cases of closure of the posterior cerebral artery. 

The book would be vastly improved by incor- 
porating an index. The editing showed evidence of 
carelessness by including such words as “lift” (for 
life), “patholigical” (for pathological), and “irre- 
gardless” (for regardless). From a neurological 
viewpoint, its usefulness would also be enhanced 
by indicating what other structures in addition to 
the visual pathway were supplied by the blood ves- 
sels, so that a complete neurologic syndrome, in 
which a disturbance in the visual pathway is only 
one part, can be determined. 

On the whole, this represents a worthwhile ef- 
fort to present between the covers of one book 
detailed information which is scattered throughout 
the literature. 

Morris HerMAN, M. D., 
Bellevue Hospital, 
New York, N. Y. 


PsyCHIATRY AND THE War. Edited by Frank J. 
Sladen, M.D. (Springfield, Ill., and Balti- 
more, Md.: Charles C. Thomas, 1943.) 


This volume is a record of the three day Con- 
ference on Psychiatry held at Ann Arbor, Mich., 
in October 1942, at the invitation of the University 
of Michigan and the McGregor Fund, and pub- 
lished under the auspices of the latter. 

The purpose of the Conference, as expressed in 
the editor’s opening statement, was to afford “an 


opportunity for psychiatry to look itself over, to 
examine its past experiences and its present tech- 
niques, to consider its relationships, satisfactory or 
not, and to reshape, if needed, its aims and goals.” 
As psychiatry may be said to be still in a state of 
transition, and as several schools of thought are 
extant, the need for such an examination undoubt- 
edly exists. 

There are thirty papers and two symposia re- 
ported in the volume, and in view of the fact that 
the contributions are made by more than forty 
leaders in psychiatry and its closely allied disci- 
plines, its value can by no means be overestimated. 

Part I of the book deals with the “Philosophy 
of Psychiatry” and outstanding leaders in their spe- 
cial fields discuss psychiatry in its relationship to 
psychology, internal medicine, general surgery, 
pediatrics and geriatrics, while Adolf Meyer in his 
usual inimitable and intriguing manner discusses 
the meaning and scope of psychiatry in its broad 
and general aspects. 

Part II concerns itself chiefly with the matter of 
research. Psychological, physiological, general 
medical and psychosomatic aspects are discussed. 
The late Dr. C. Macfie Campbell contributes a 
most erudite discussion of “The Controversial in 
Psychiatry,” while Dr. Nolan D. C. Lewis in out- 
lining the future of psychiatry sets forth five defi- 
nite plans which are so pertinent that this reviewer 
believes they bear quoting here. Dr. Lewis says 
“We should proceed in psychiatric research with 
some attempt, first, to synthesize and coordinate 
the facts already known in the different fields of 
biological science; second, to have a more pains- 
taking selection of those working objectives 
which will allow the application of more than one 
type of scientific discipline to a specific problem; 
third, to train properly a selected personnel ; fourth, 
to promote the basic sciences in order that they 
may expand their knowledge at the peripheries of 
their respective interests; and last, but by no means 
least, to organize adequate financial aid with which 
to support the efforts.” 

In Part III under the general heading “Psy- 
chiatry in the Training, Experience and Education 
of the Individual,” we find articles on the relation- 
ships of psychiatry to education, marriage and 
family life, religion, sociology and criminology, all 
presented by nationally known leaders in these 
various fields. 

“Psychiatry and the War,” including its impli- 
cations and application not only in the armed forces 
but in civilian defense, national and international 
relationships, and in industry, is well covered in 
Part IV. Here also is to be found an excellent 
paper on “Post-War Psychiatric Perspectives” by 
Dr. Lawrence Kolb; as well as a contribution by 
Dr. Harry Stack Sullivan on morale, and one by 
Dr. Foster Kennedy on propaganda. 

Part V consists of a review of the subjects of 
the papers, and two symposia with selected leader- 
ship and assigned and open discussion. In these 
panel discussions many important points were re- 
emphasized, valuable trends crystallized and some 
controversial elements clarified. 

After carefully perusing the contents of this vol- 
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ume your reviewer cannot help but feel that this 
Conference should prove to be one of the greatest 
forces for progress with which psychiatry has been 
blessed for many years. The list of contributors is 
a “Who’s Who in American Psychiatry” and allied 
disciplines are equally well represented, qualita- 
tively if not quantitatively. 

The trustees of the McGregor Fund and the Uni- 
versity of Michigan are to be commended for theit 
vision in planning and bringing to fruition this 
project, and especially in making possible the pub- 
lication of these important proceedings. This re- 
viewer regrets that it is not possible to mention 
specifically each contribution as all are note- 
worthy. 

This book should be read by all who are inter- 
ested in psychiatry in relation to military activi- 
ties, and will prove profitable, stimulating and 
thought-provoking. 

Harry A. Stecker, M.D., 
Syracuse Psychopathic Hospital, 
Syracuse, N. Y. 


Tue Boy SEx OFFENDER AND His LATER CAREER. 
By Lewis J. Doshay, M.D. (New York: 
Grune & Stratton Co., 1943.) 


Dr. Doshay’s study deals with the 256 boys 
brought to the Children’s Court of New York City 
for sex offences during a six year period ending 
in 1934, and investigated as adults ten years later. 
The survey is based on comparative statistical 
analyses of two groups, and includes illustrative 
case histories. The primary group represents the 
true sex offenders, and is comprised of 108 boys 
whose only known offence was sexual. The mixed 
group, which serves as a control, represents the 
general delinquent type, and is comprised of 148 
boys whose offences were burglary, stealing, tru- 
ancy, ungovernableness, etc., in addition to sexual 
offences. 

The strikingly significant finding of the study 
is that no boy in the primary group appeared in 
the follow-up investigation as an adult sex offen- 
der; and there were only three petty general of- 
fences in this group. In the mixed group there are 
but ten adult sex violations among eight boys; in 
this latter group ninety-nine general violations 
occurred. The difference in the number of general 
offences is attributable to the personality and be- 
haviour disorders of the boys in the second group, 
and points once more to the need for basing treat- 
ment and predictions as to outcome not on the na- 
ture of the sex offence, but on the background and 
personality traits of the boy. It was found that 
the family background and community influences 
of the primary group were substantially better than 
those of the mixed group. It was further found 
that “sharp differences in personality separated the 
mixed group boy from the primary, and are prob- 
ably the basis for the marked differences in be- 
haviour between the two groups.” 

The results of the study indicate that juvenile 
sexual delinquency tends to become automatically 
self-curing. Dr. Doshay concludes that this out- 
come is dependent on the fact that court and clinic 


treatment “stimulates the latent forces of shame 
and guilt inherent in the moral cultural pattern.” 
He warns, however, against an over-critical atti- 
tude on the part of parents and guardians, and 
against spying on the boy, “lest these operate ad- 
versely in overfixating the sense of guilt.” 

An evaluation of success and happiness in adult 
life is outside the scope of this discussion and no 
attempt is made to scrutinize conduct deviations 
and personality difficulties in adult adjustment. 

Dr. Doshays study is ably conducted and inter- 
estingly presented, and his conclusions provide 
valuable material for all who are responsible for 
children and young people in whatever role. 

Jean A. Luxe, M.D., 
New York State Psychiatric 
Institute and Hospital, 
New York, N. Y. 


PSYCHIATRY FOR Nurses. By Louis J. 
and Edith B. Gage, R.N. 
(St. Louis: 


]. Karnosh, 
, Second Edition. 


a useful reference 
book for psychiatric nurses, first published in 1940. 
It is essentially a textbook of psychiatry simplified 
for the use of the average nurse. 


This is the second edition of 


The style is clear and concise, there are adequate 
paragraph headings and reference lists in each 
chapter, and the general organization of the book 
is excellent. In addition to material on the psy- 
choses and neuroses there are chapters on the his- 
tory of the care of the mentally ill, on mental de- 
ficiency and on the meaning of mental hygiene. 

Chapter VII, “The Management and Observa- 
tion of the Mental Patient,” gives sound principles 
of nursing care, and many of the chapters describ- 
ing the different reaction types include suggestions 
for the nurses caring for these patients. There is, 
however, a great deal more to the nursing of psy- 
chiatric patients than this text contains. Although 
the book is not designed for the teacher of psychi- 
atric nursing, it should be useful for physicians 
who teach psychiatry to affiliating student nurses. 

Several chapters of the first edition have been 
amplified to include pertinent paragraphs on such 
subjects as recently developed special psychological 
tests, causes of “war neuroses,’ and descriptions 
of the newer methods of shock therapy. The photo- 
graphs are very good for the illustration of facial 
expressions, general attitudes and appearance of 
patients of different reaction types. 

ELIZABETH S. Brxer, M. A., B. N., 
Yale University 
School of Nursing. 


CULTURAL AND RACIAL VARIATIONS IN PATTERNS 
oF INTELLECT. By Solomon Machover, Ph. D. 
(New York: Bureau of Publications, Teach- 
ers’ College, Columbia University, 1943.) 


Application of the Bellevue Adult Intelligence 
scale to groups of subjects with divergent racial 
and social backgrounds, reveals that marked dif- 
ferences in ability may be present, although the 
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total scores in the different groups are closely 
matched. This peculiarity arises from the differ- 
ences in pattern or profile, because some subjects 
excel on one type of subtest and some on another. 
The writer of this monograph on “Cultural and 
Racial Variations in Patterns of Intellect,” chose 
groups of negro and white subjects with special 
reference to criminal behaviour. Three compari- 
sons were made between (1) culturally divergent 
negro criminal groups, (2) negro and white crimi- 
nals, and (3) white and non-white criminals. The 
selection of the material seems rather artificial and 
the main object of the monograph appears to be 
the demonstration of a statistical method of dis- 
crimination. The technical work has been carried 
out in an exemplary manner but it is somewhat dis- 
appointing to the reader to find that no use is made 
of the discriminative functions after they have been 
so carefully calculated. It is, however, possible for 
the writer of the study to conclude that the groups 
used in the three main comparisons have signifi- 
cantly different intellectual profiles. This finding 
emphasizes the important point usually neglected 
in mental testing, namely, that attention should be 
given to the character of the subtest pattern as 
well as to the composite intelligence measure, or 
I.Q., in all subjects and especially in adults with 
varied educational backgrounds. 
L. S. Penrose, M. D., 
Ontario Hospital, 
London, Canada. 


SOprE A PsicopATOLoGIA po INcEsTo. By Darcy de 
Mendonca Uchéa. (Sao Paulo: Edigraph, 
Rua Assembleia 209, 1942.) 


This is an interesting, well written monograph 
consisting of three parts dealing with the nature 
of incest. The first part contains a comprehensive 
review of the topic as it has appeared through the 
ages in mythology and early literature. It points 
out the incest motives among primitive peoples and 
presents the various theories developed to explain 
the incest taboos. There is also a comparison of 
the psychology of the primitive and civilized 
peoples in relation to this subject. It is empha- 
sized that incest not only survives in every large 
civilized group, but is of fairly frequent occurrence. 
In spite of the fact that it is now particularly re- 
pugnant to normal persons, there was a time in 
the past when it was neither repugnant nor criminal. 

The opinions of several authorities on the men- 
tal states of incestuous persons, and the external 
conditions favoring the tendency are presented in 
the second part, together with the author’s per- 
sonal observations. He has recorded 45 cases of 
incest giving. the history of the case, the family 
history, the somatic type and condition, the mental 
type, and other pertinent facts about the individuals. 

Among the various findings revealed by these 
studies, it is interesting to note that in about 63 per 
cent of the instances the aggressor was over 40 
years of age, the rest being between 18 and 36 years 
old, that the leptosome physical type predominated, 
and that feeblemindedness, senile deteriorations, 


chronic alcoholism and psychopathic personality 
were, in that order, the predominating mental con- 
ditions represented. 

The third and last division of the book contains 
an extended discussion of the material presented, 
and stresses the desirability of additional psychi- 
atric studies. Psychoanalytic interpretations of 
some of the elements of incestuous reactions and 
a classification of incestuals are proposed. The 
moral aspects are given some consideration and 
educational, cultural and other measures for pro- 
phylaxis are stressed. 

There is a great deal of valuable information in 
this treatise for psychologists and psychiatrists. 
A well selected bibliography is included. 

Noian D. C. Lewis, M.D., 
New York State Psychiatric 
Institute and Hospital, 
New York, N. Y. 


Freup, MASTER AND Frienp. By Hans Sachs. 
(Cambridge: Harvard University Press, 
1044.) 


One day Hans Sachs looked around, he tells us, 
and became aware that of Freud’s intimate circle 
of disciples who had lived for many years in close 
personal contact, he was the sole survivor. Hence 
this book. It is neither an all-out biography in the 
usual sense nor an exposition of Freud’s doctrine; 
rather it is the story of a relationship and the lim- 
ning of a dominating personality as that personality 
impressed itself upon the mind and the sensibilities 
of the devoted disciple. The relationship between 
the two men, lasting more than thirty years, the 
author particularizes: “I became first a member 
of his small audience, then his disciple, a part of 
the circle of his intimates, a regular guest in his 
house, and finally his collaborator and companion.” 

To the religious note in his devotion to the master 
Sachs gives frequent expression. While a law 
student in Vienna he came across the Traum- 
deutung. It was “the moment of destiny for me. 
. . . . When I had finished the book, I had found 
the one thing worth while for me to live for; 
many years later I discovered that it was also the 
only thing I could live by.” The author of that 
book became “the man who was, and still is, a 
part—and certainly the most important and absorb- 
ing part—of-my life.” 

As Freud's life work, despite his varied cultural 
interests, was a labor of love, devoted in singleness 
of purpose to the building up of his system, so Sachs 
has been devoted to emulating the master, and this 
little book is also a labor love. It gives us a picture 
of Freud the man as he lived in his house, as he 
worked or strenuously relaxed, as he walked and 
talked, as he reacted to the hostility of his col- 
leagues or to dissention among his followers; it 
figures forth his weaknesses as well as his strengths, 
his extraordinary aloofness. 

Although possessing almost uncanny insight, 
Sachs points out that he misjudged those nearest 
to him. He could not anticipate the heresies of 
Adler and Jung, each in turn selected by himself 
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to preside over the new organization. Modestly he 
admitted that he was no Menschenkenner. Those 
early days of the exclusive psychoanalytic circle, 
as Sachs recalls them, were indeed hectic. 

But it is delightful reading, this little book by 
a disciple about his master and friend. It facili- 
tates and compels appreciation of a personality that 
could produce such polar contrasts of opinion and 
attitude, bitter enmity and idolizing adoration. 

There are charming glimpses into the domestic 
arrangements in Freud’s household and the foster- 
ing influences of his womenfolk. His wife, the 
“Frau Professor,” was “always busy putting some- 
thing in order or cleaning and brushing,’ but 
withal was blest with a “great kindliness and deep 
humanity, which never tolerated the idea that the 
life of a human beng shall be subordinated to the 
welfare of the furniture.” 

Sachs clears up the matter of Freud’s academic 
standng in Vienna. Although frequently referred 
to as “professor,” this is “just what Freud never 
was and never could become.” Because of earlier 
work in neurology he had been appointed Privat- 
dosent in the usual way. Later at the instance of 
one of his wealthy patients and as a result of a 
bit of bargaining the Minister of Education con- 
ferred on him the title of assocate professor, al- 
though this gave him “neither the rights nor the 
duties of a member of the Faculty.” After World 
War I, “when Freud was a world celebrity, the title 
of ‘Professor ordinarius’ was shamefacedly con- 
ferred on him, but without giving him a seat on the 
Faculty which he would not have accepted at that 
time, being nearly seventy and fully occupied with 
things that were more important to him.” 

In the chapter “In the Arena,” the reader is 
given a close-up view of Freud the fighter, whether 
his adversaries were hostile critics outside the 
chosen circle or dissenters within. To understand 
his attitude, which certainly suggested intolerance, 
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one must take account of his own view of the sys- 
tem he had elaborated. On this point Sachs com- 
“Freud never underestimated the impor- 
psychoanalysis because it was his own 
brain-child; he felt convinced that it was one of 
the most far-reaching and fateful discoveries that 
man ever made on his way to self-knowledge; he 
considered it as his inviolable trust and sacred 
duty to keep it clear and free from all inferior al- 
loy. In the execution of this duty he was untiring 
and unbending, hard and sharp like steel, a ‘good 


ments: 
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hater’ close to the limit of vindictiveness.” 
Adler, Stekel, Rank and Jung 
are duly recorded, the last a particularly painful 
one for Jung had been his beloved son in whom 
he had been well pleased. ruptures were 
friendships were never restored. 
an infant doctrine; its 
gentler influence had not yet reached European 
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The last chapter is a poignant picture of Vienna 
after the beasts of Berlin marched in. Through the 
intercession and protection of friends Freud was 
spared the personal indignities that many Jews 
were made to undergo. One day storm troopers 
entered his apartment, demanded and received 5000 
shillings in cash. Later his belongings were seized, 
his publishing house taken over and all the books 
Princess Marie of large 
expenditure was able to buy back Freuds’ library 
and collection of art objects, and these were his 
solace in England. It was here in London that 
Sachs visited him shortly before his death in 19309. 
Freud's parting words: “I know that I have at 
least one friend in America.” 

And so in Sachs’ testament we have the absorb- 
ing human story of a great personality, a unique 
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IN MEMORIAM 


GUSTAV ASCHAFFENBURG 
1866-1944 


Dr. Gustav Aschaffenburg died on Sep- 
tember 2, 1944, at the age of seventy-eight 
years. He had returned a few days prev- 
iously from his summer vacation at Cape 
May, New Jersey, full of enthusiastic plans 
about teaching and writing. Death found 
him as alert, industrious and active as he 
had been throughout his busy and productive 
life. 

The name Aschaffenburg was a household 
word in psychiatry by the time the man who 
bore it had reached middle age. Aschaffen- 
burg’s “Handbuch der Psychiatrie” is a 
monumental work of the first magnitude, 
doing honor to its editor as well as the dis- 
tinguished contributors. Aschaffenburg’s 
test for alcohol delirium has been incorpor- 
ated in many textbooks of psychiatry. He 
is rightly regarded as the founder of forensic 
psychiatry, which he helped to enrich until 
the very last day of his life. He was a 
collaborator of Kraepelin’s during the decade 
of Kraepelin’s greatest productivity. 

Gustav Aschaffenburg was born on May 
23, 1866, in Zweibriicken, Germany, the son 
of a successful and cultured merchant. He 
attended elementary and high school (Gym- 
nasium) in Cologne from 1872 to 1885. Dur- 
ing the following five years, he studied 
medicine at the Universities of Heidelberg, 
Wirzburg, Freiburg, Berlin and Strassburg, 
receiving his degree in 1890. [Following a 
year of special research in neurology and 
psychiatry in Vienna and Paris, he became 
resident physician in Kraepelin’s Heidelberg 
clinic. At the age of thirty-four years, he 
was appointed associate professor (Professor 
extraordinarius) at the University of Hei- 
delberg, and one year later he accepted the 
directorship of the Institution for the Crim- 
inal Insane at Halle. From 1904 to 1934, he 
was full professor of psychiatry and director 
of the clinic for nervous and mental diseases 
at. the University of Cologne. In 1920, he 
was made co-director of the Institute of 
Criminology in the same city. During World 


War Number One, he served as psychiatric 
consultant to the Seventh German Army. 

Even though he has made many contribu- 
tions to every phase of psychiatry, as attested 
by more than 250 important publications, his 
great contemporary and lasting historical 
significance lies in the field of forensic psy- 
chiatry. He was consulted by a number of 
European governments in matters of legisla- 
tion pertaining to criminology and penology 
and, as always, struggled for a humane, pro- 
gressive and democratic attitude in a spirit 
of contructive rehabilitation contrasting with 
the then prevailing attitude of punitive re- 
taliation. He was invited to present his 
knowledge and views in Austria, Hungary, 
Switzerland, the Netherlands, Esthonia, Fin- 
land, Sweden, Italy and Greece. He was 
made correspondent or honorary member of 
the Medical Association of Budapest, the 
Vienna Society of Practical Psychiatry, the 
Austrian Psychiatric Association, the So- 
ciété médico-psychologique de Paris, and the 
Rudolf Virchow Medical Society of New 
York. In 1942, he was made an honorary 
member of the American Psychiatric As- 
sociation. 

Before the arrival of the Hitler gang on 
the political scene, he was not without honor 
in his own country. He held offices in the 
famous Deutsche Naturwissenschaftliche Ge- 
sellschaft, the Deutscher Verein fiir Psy- 
chiatrie, the Internationale Kriminalistische 
Vereinigung, and many other learned socie- 
ties. In 1926, the University of Heidelberg 
bestowed on him the honorary degree of 
Doctor of Jurisprudence, and in 1932, the 
University of Wurzburg made him an honor- 
ary Doctor of Philosophy. 

Several of his books have been translated 
into English, Spanish, Russian, French, 
Swedish and other languages. His book on 
“Crime and Its Repression,” first published 
in 1902, has been long considered as a classic. 
Other (translated) book titles testify to the 
wide scope of his neurological and psychia- 
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tric interests: Symptomatology of Delirium 
Tremens (1890); The Mood Swings in 
Epilepsy (1904) ; Sleep in Children and Its 
Disorders (1908) ; The Protection of Society 
From Dangerous Psychotics (1910) ; Group- 
ing of the Psychoses (1915) ; General Symp- 
tomatology of the Psychoses (1916) ; Sequels 
of Head Injuries (1918) ; Criminal Law and 
Psychiatry (1932). Dr. Aschaffenburg, in 
addition to editing the twenty volumes of 
the famous Handbuch (1913-1920), was 
the founder and editor of the Bibliothek der 
Kriminalistik and of the Monatsschrift fiir 
Kriminalpsychologic und Stafrechssreform. 
He also collaborated in a number of hand- 
books, textbooks and encyclopedias edited 
by others. 

Dr. Aschaffenburg retired from his uni- 
versity position in 1934. Retirement, to him, 
was merely an incentive to further activities. 
But he found his presence in Hitler Germany 
more and more distasteful. He broke away 
in 1938 and, after spending some time in 
Switzerland, came to this country in Sep- 
tember, 1939. Though penniless and of fail- 
ing health, though unaccustomed to a new 
language and a new _ environment, he 
promptly resumed his work at seventy-three 
years of age. He became research professor 
of criminal psychology at the Catholic Uni- 
versity of America and consulting psychia- 
trist at Mount Hope Retreat in Baltimore. 
He accepted invitations to lecture in a num- 
ber of universities. He attended the meetings 
of the American Psychiatric Association and 
contributed to their programs. 

While lecturing, perfecting his knowledge 
of the English language, commuting between 
Baltimore and Washington, and establishing 
new friendships, he still found the time to 
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work on a number of new books and articles, 
One of them was a series of beautifully con- 
ceived letters addressed to patients or their 
relatives. Another was a textbook of foren- 
sic psychiatry, planned in the form of a 
seminar presentation. He was also working 
on a psychiatric evaluation of the painter 
Hieronymus Bosch. 

Dr.’ Aschaffenburg was married in Feb- 
ruary, 1901, to Maja Nebel, who was de- 
scended from a family which for at least 
three centuries had produced many promin- 
ent physicians. She has given him loyalty 
and true companionship and has always 
understood how to take off his hands the 
little everyday realities which are a necessary 
part of living. He is survived by her and by 
four children, of whom three, after many 
adventures, have managed to join him in 
this country ; the fourth will join her family 
in the very near future, and he died with 
the comforting knowledge of her anticipated 
arrival. 

Dr. Aschaffenburg was a young man at 
the time of his death, if youth means vigor- 
ous ability to adjust to ever new situations 
and ideas, if youth means openmindedness 
and a progressive spirit. With this youthful- 
ness he combined the seasoned wisdom of 
experience and understanding, the touching 
humility of the truly great, a profound in- 
terest in everything human, the love of poe- 
try, music and art, and a tolerance and good- 
ness rarely to be found among mortals. To 
know him was to like him. To listen to him 
was to experience a never-to-be-forgotten 
delight. 

A truly great man, after a well-spent life, } 
has departed from the ranks of the living. 

Leo KANNER. 
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